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nnouncements 


1. Simple, quick laboratory test for early diagnosis of pregnancy as re- 
ported by Drs. Friedman and Lapham of the University of Pennsylvania 
in the March issue of American Journal of Obstetrics and Gynecology. 


1. Positive within one week following cessation of 
Menses. 


. 3 ounces non-preserved sample of urine shipped 
in cold thermos container is all that is required 
from patient. 


3. Test requires only 48 hours’ time. 


. In series reported to date, test has been 100% 
accurate. 


. Based on production of corpora hemorrhagica on 
ovary of non-pregnant rabbit. 


. Thermos containers furnished upon request. 
. Fee is $10.00. Reports wired. 


2. Reduction in price of Antirabic Vaccine. 
1. Semple method, 14 doses. 
2. U. 8S. Government License No. 98. 


3. Product approved by Council on Pharmacy and 
Chemistry of A. M. A. 


4. Price now $14.00, lowest in the United States. 
5. Wire collect for treatments. 


Medical Arts Laboratory, Inc. 


802 Medical Arts Building 
OKLAHOMA CITY, OKLAHOMA 
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Diagnostic 
Laboratories 


prepared to do all types of laboratory 
tests which aid in diagnosis, including: 


Biopsy Specimens 
Basal Metabolism 
Surgical Specimens 
Animal Innoculations 
Post Mortem Specimens 
Dark Field Examinations 
Post Mortem Examinations 
Blood and Urine Chemistry 
X-RAY EXAMINATIONS, ALL TYPES 
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SEROLOGY— including Kolmer’s Standard Wasser- 
mann; very sensitive Precipitation tests, Kahn, Kline’s 
slide test; and special exclusion test useful in many cases 
when exclusion of Syphilis is important. 


BACTERIOLOGICAL EXAMINATIONS of all types, includ- 
ing Widals, Sputum for T. B., Stool examinations, Agglutina- 
tion tests for MALTA FEVER, and tests for Tularemia, etc. 


Containers Mailed on Request. 
SPECIAL RATES TO HOSPITALS AND CLINICS. 


J. SCHAEFER, HUGH JETER, M. D., 
Bacteriologist. Director and Pathologist. 


1200 North Walker, Oklahoma City. 
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PSYCHOSES WITH OTHER SOMATIC 
DISEASES* 


THOMAS M. Boyp, M.D. 
Central Oklahoma State Hospital 
NORMAN 


I have not chosen the subject of “Psy- 
choses with Other Somatic Diseases,” be- 
cause of any special knowledge we men 
here at the hospital might have on the 
subject, but principally because I thought 
it would be of general interest to all of 
you. 

Within this group are included the psy- 
chotic states which attend the infections, 
constitutional disorders, states of exhaus 
tion, and diseases of the endocrine glands. 
The more prominent psychotic states may 
be classified as follows: 


1. Delirium with infectious diseases. 
2. Post infectious psychosis. 

. Exhaustion delirium. 

. Delirium of unknown origin. 
5. Cardio-Renal disease. 

. Diseases of the ductless glands. 


Other conditions, diabetis, gastro-in- 
testinal disorders, malaria, rheumatic 
fever, pregnancy parturition, puerperium 
and lactation. 


Development of these psychotic states 
depend very largely upon the resistance of 
the patient, degree of temperature in the 
infectious diseases, and the virulence of 
the organism. Naturally, lack of resistance 
on the part of the nervous system is the 
most important factor. Some individuals, 
as you all know, can handle a temperature 
of 104° or 105°F, and not manifest any 
mental symptoms whatever, while another 
might develop confusion and delirium wit!) 
comparatively little temperature. 


The symptoms in delirium with infec 
tious diseases may develop before there is 
any marked rise in temperature, during 
the febrile period or after the temperature 
has subsided. The condition is character- 
ized by headache, malaise, confusion, de 
lirium, transient hallucinations, and 
changeable delusions of a disagreeable 


*Read before Southern Oklahoma Medical Associ- 
ation, Norman, Oklahoma, September 8, 1931. 
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nature. There may also be states of de- 
pression and excitement. The severity of 
these symptoms vary more or less accord- 
ing to the temperature curve, from mild 
manifestation, to marked clouding of 
consciousness, disorientation, hallucina- 
tions and delusions. These patients often 
carry on conversation with imaginary in- 
dividuals, toss about on their bed, and they 
become destructive and unmanageable. 
Their speech is often incoherent and they 
manifest many purposeless movements. 
The majority of the above symptoms may 
come on after the infection has subsided, 
then the condition is usually classified as 
post infectious psychosis. 


Another serious condition which we 
frequently come in contact with is exhaus- 
tion delirium. This psychotic state may 
follow severe exhaustion which attends 
loss of blood, mental and physical shock, 
puerperal! state, continued loss of sleep, or 
prolonged convalescense from the infec- 
tious diseases as typhoid, pneumonia, in- 
fluenza and tuberculosis. In this condi- 
tion we have two forms, (1) collapse de- 
lirium, and (2) acute hallucinatory con- 
fusion. 


Collapse delirium usually follows a peri. 
od of prodromal anxiety, insomnia and 
restlessness. The patient gradually be- 
comes clouded, confused, and disoriented 
in all spheres, hallucinatory and delusion- 
al. There is great psychomotor activity, 
the patient being very restless and over. 
active, and may become destructive. In 
the more severe cases, disorientation may 
be complete, and the patient may become 
stuporous. There is usually loss of appetite 
and there may be gastrointestinal dis- 
orders. 


In the acute hallucinatory delirium the 
symptoms are not nearly so severe, but 
are quite similar to those of collapse de- 
lirium. The patient talks in an incoherent 
and irrelevant manner; has changing hal- 
lucinations and delusions, but occasionally 
there are periods in which the patient’s 
consciousness is apparently clear, and he 
talks and behaves in a rational manner. 
These rational periods may lead to an 
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erroneous diagnosis, and give rise to un- 
founded hopes for an early recovery. 


We must bear in mind that there are 
other types of psychosis that may develop 
in a similar manner, particularly dementia 
praecox psychosis, which very frequently 
follows childbirth. We often speak of 
“puerperal insanity,” but the majority of 
these cases I believe, eventually terminate 
as dementia praecox cases. We have a 
number of women in the hospital who 
came in a few years ago with all the symp- 
toms of so-called puerperal insanity, but 
they turned out to be dementia praecox 
cases. 

No doubt all of you men have had a 
number of cases that would fit in the 
group of symptoms given above. You 
know how anxious the patient’s relatives 
are, and how dependent they are upon the 
advice and comfort the family physician 
is able to give them. When the question 
of taking a patient to a state hospital 
arises, there is, I imagine, usually an ob- 
jection on the part of the relatives. Some 
people make the statement that they had 
rather bury their loved ones than see them 
go into an “insane asylum,” as some peo- 
ple ignorantly speak of state hospitals. 
There should be no disgrace, nor is there 
any, in being sent to a state hospital, so 
far as the informed are concerned. Never- 
theless, there are some people who unjust- 
ly, of course, consider it an everlasting 
disgrace if one of their relatives has to be 
committed to a state hospital. 


Management of the more severe types 
of these cases is quite difficult, te say the 
least. It consists first, in determining, if 
possible, by a complete physical, mental, 
neurological and laboratory examination, 
the cause of the condition. One thing that 
is very necessary in the management of 
these cases is keeping up the body 
strength. In numerous instances it is a 
problem to get the patient to take suffi- 
cient nourishment. If we can maintain 
his physical strength until he becomes quiet 
and begins to clear up mentally, they fre- 
quently recover. We care not how big and 
strong a patient is if he will eat, but when 
they refuse to take nourishment, the case 
is much harder to manage. Occasionally 
they positively refuse nourishment of any 
sort, fearing that they are being poisoned, 
or because they are so badly clouded and 
confused that they will not cooperate in 
any way. In cases of this type we must re- 
sort to “forced feeding.” In nasal feed 
ings we use milk and eggs, prepared as 








“egg nog,” or any sort of liquid nourish- 
ment desired. We sometimes give 12% 
glucose in normal saline solution intra- 
venously, in quantities ranging from 250 
cc to 1000 cc daily. We also rely on proc- 
toclysis of 12% glucose, and 2 to 4% soda 
bicarb, or hyperdermoclysis of normal 
saline. 


Another important factor, which is of- 
ten quite difficult, is securing proper 
amount of sleep and rest. This is best ob- 
tained by the use of hydrotherapy or 
continuous baths. A patient who is very 
noisy, restless, overactive and destructive, 
is greatly benefited by a continuous bath 
of from two to eight hours, or longer, if 
necessary. The patient should be wrapped 
in a blanket, placed in the bath tub, and 
made as comfortable as possible. A bath 
thermometer should be used and some one 
should be in constant attendance to see 
that the temperature of the water does 
not get above 98° or below 95°F. After a 
good continuous bath, the patient will fre- 
quently go to sleep without the aid of a se- 
dative drug. Great care should be exercised 
to see that the patient is not chilled while 
being removed from the bath to the bed. 
After a bath the patient should be kept in 
bed, some form of light restraint to be 
used, if necessary. Many times we have to 
resort to sedative drugs following baths in 
order to induce sleep, 


Medicinal treatment consists in giving 
whatever drugs are necessary to keep the 
patient in the best physical condition pos- 
sible. The drugs we use mostly to aid in 
producing sleep are the bromides, barbital 
and luminal, but they are used only when 
needed. If the patient refuses to take 
medicine by mouth, which they sometimes 
do, we most always use hyoscine hydro- 
bromide in doses ranging from 1-200 to 1- 
75 gr. The initial dose is usually small in 
order to determine if the patient has an 
idiosyncrasy to the drug. We have found 
it very satisfactory in most of our cases. 
It does not seem to have any particular 
effect on peristalsis and we do not think it 
is habit forming, altho it is used judicious- 
ly. Occasionally we combine it with mor- 
phine, but one must be sure that neither 
drug produces excitement or the desired 
results are not obtained. 


The symptoms given above are usually 
associated with the more severe psychotic 
states. On the other hand, however, we 
frequently find mental trends varying 
from a mild degree of suspicion to a very 
pronounced paranoid trend or condition, 
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OUR RESPONSIBILITY TO THE 
NERVOUS PATIENT* 


M. S. GREGoRY, M.D. 
OKLAHOMA CITY 


As an introduction to this subject, | 
wish to review the history of the care of 
the mentally ill for the past three thousand 
years. Beginning nearly 1000 B. C., we 
find that the mentally ill are already con- 
sidered as sick people; that they are car- 
ried to the temples that they may hear 
music; and that various things are done 
for them which were quite similar to the 
things which are done today. Then, if we 
move along down the ages to the time of 
the great Father of Medicine, Hippocrates, 
we find that he, in all of the goodness of 
his wonderful heart, had already treated 
the mentally ill like human beings; his 
sympathies had gone out to them and he 
had put them into hospitals and had done 
all possible for them considering the 
times. A few years later we arrive at 
Egypt where, in 300 B. C., Egypt is main- 
taining hospitals for the mentally ill. 
These hospitals gave a prophecy of what 
we have today. In these hospitals there 
were no punishings; there were no whip- 
pings; the mentally ill was not held re- 
sponsible for his illness, but rather was 
treated very similar to the way we treat 
insane patients of today. 


Then. as we come down to the beginning 
of the present era, a very unusual psycho- 
logical reaction occurs in that the demono- 
logy of the past was brought forward and 
was used in the explanation of the mental- 
ly ill; that is, at the beginning of the pres- 
ent era a new explanation of the mentally 
ill began to be formulated, and that is 
that the mentally ill were possessed of 
demons. This explanation rapidly develop- 
ed and rapidly spread so that by 325 A. D., 
the hospitals in which mental patients 
were received had completely disappeared. 
The mental patient was held responsible 
for his illness; he was held responsible for 
the demons which possessed him, or 
rather, which he possessed—it being be- 
lieved that he reached out into space and 
deliberately selected the demons and put 
into himself. And, therefore, he was re- 
sponsible for his illness. This horrible in- 
terpretation continued on down through 
the ages until the beginning of the nine- 


*Read before the Medical Section of The Okla- 
homa State Medical Association Annual Meeting, 
Oklahoma City, May 13, 1931. 


teenth century. During these fifteen hun- 
dred years the mentally ill were treated 
as though they themselves were demons. 
They were whipped; they were scourged; 
they were tortured; they were put into 
dungeons and starved, while all manners 
of cruelty were heaped upon them. 


This continued until about 1820, when 
Dorothea Dix, a little frail school teacher 
of Massachusetts, became interested in the 
question as to how the mentally ill were 
being treated in her State. She visited the 
alms houses of the counties of the com- 
monwealth of Massachusetts and was 
horrified at the cruelties which she dis- 
covered. She went before the Assembly 
of Massachusetts and made an unofficial 
report, accompanied by an impassioned 
plea that the condition be changed. The 
Assembly appointed a committee which re- 
peated her investigations, and from that 
came a great revolution in the care of the 
mentally ill, not only in Massachusetts and 
the United States, but in the whole civil- 
ized world. 


However, prior to 1820, two great 
names stand out as already paving the 
way for a reformation. One was Pineal in 
France and the other, Benjamin Rush of 
Philadelphia. These two great men were 
doing all in their power to give the mental- 
ly ill that came under their care, proper 
treatment. 


At the present time, the psychiatrists 
of the world are not holding the insane 
patient responsible for being insane, but 
are seeing in their sickness that they are 
perfectly helpless to control themselves. 
There are two hypotheses which are large- 
ly used today by the psychologists and psy- 
chiatrists to explain this condition of be- 
ing helpless in the hands of the neuroses. 
The psychologists of America are almost 
universally teaching in the high schools and 
colleges the hypothesis of the conditioned 
reflex. In this hypothesis, action and re- 
action, stimulus and effect, are establish- 
ed by paths of association ; and when once 
established, continues to travel those same 
paths and continue to control our conduct 
indefinitely ; this whole reaction being be- 
low the threshold of consciousness. 


The other hypothesis, which is used more 
especially by the psychiatrist, is the hypo- 
thesis of the unconscious mind. This un- 
conscious mind is very similar to the con- 
ditioned reflex, but, in addition, there is 
forced into it fears and hates, the origin 
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of which becomes unknown to the individ- 
ual; that is, he forgets the unpleasant, 
fearful incidents, but the fear still lives. 
He forces himself to forget the unhappy 
early childhood experiences of life, which 
experiences produce resistance and hate in 
the individual. The memory of the incident 
is lost but the hate lives indefinitely. 
And then, when the unconscious becomes 
too great, it takes possession of the in- 
dividual and runs them according to the 
fear and hate which is living in the un- 
conscious, the patient being entirely help- 
less in the hands of these unknown emo- 
tions. 


The incidence of the neuroses, taken in 
the broad sense of the term, is perfectly 
appalling. New York State tells us that, 
according to their experience, between 
four and five out of every hundred individ- 
uals will sometime or another live in a 
mental hospital. These are the cases that 
become frankly insane. These statistics 
do not include the large numbers of the 
mentally ill who are confined in jails and 
prisons and these statistics do not include 
the large number of border-line cases 
which are living more or less uncomfort- 
ably in their environment. 


At this time a short statement relative 
to the present attitude toward heredity 
and environment is made. The older psy- 
chiatrists and many of the organic neu- 
rologists of today believe firmly that the 
whole of human conduct is a question of 
inheritance through the germ cells. That 
conception has been held for hundreds of 
years. There is the great school of psy- 
chologists, and quite a school of pyschia- 
trists, who believe that environment is the 
greatest factor in determining human 
health or happiness. It is our opinion that 
both inheritance and environment taken 
together are very important. The unpre- 
judiced man of today will not attempt to 
draw the line between the effect of in- 
heritance and environment. 


As stated above, children are condition- 
ed to fear. Of course, a certain amount of 
fear is normal; a certain amount of fear 
is necessary for self protection. Some 
children are taught to be afraid of storms 
and some parents every time that a storm 
arises go into a panic of fear, grab their 
children, and run for a storm cellar, no 
matter how mild or severe the storm may 
be. Again, other parents pick out practi- 
cally everything in the environment and 
pile fear upon it in the presence of the 
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child. One of the great fears which is de- 
veloped is fear of the dark; many a parent 
teaches the child to be afraid of the dark, 
telling the child that the “dark will get 
them”; and this constant conditioning of 
the child to be afraid of everything in his 
environment is continued until adulthood, 
when this fear is brought forward the pa- 
tient finds himself in the hands of a severe 
anxiety neurosis. 


Again, many a parent crushes the child 
and develops in the child not only the fear 
of the parent, but a hate of the parent 
which becomes more or less unconscious. 
Some parents are cruel, dominating, crush- 
ing to the extent that all initiative is taken 
out of the child. They are crushed so that 
they attempt to love those for whom hate 
is developed. This hate may become en- 
tirely unconscious; however, some of it 
may fortunately remain conscious. Some 
children are literally trained by one parent 
to hate the other; some children are literal- 
ly trained to hate everybody and every- 
thing in their environment. Such training 
may not manifest itself until early adult- 
hood or late life is reached and then may 
manifest itself by a horrible “precox re- 
sistance,” all of these emotions being in- 
tegrated and built into the hypothetical 
thing which we call the “unconscious.” 


Because of the complete domination of 
the personality by this hypothetical thing 
which we call the “unconscious,” we can 
be most unfair to our patients by attempt- 
ing to advise them. The nervous individ- 
ual is always seeking advice, and right 
here is where we can do a vast amount of 
damage. Were I to advise a nervous pa- 
tient, I would have to be very careful or 
my advice would be conditioned upon my 
own unconscious wishes. Many years ago 
I heard Professor W. A. White of St. 
Elizabeth’s Hospital at Washington make 
the statement that “the individual did that 
which was most beneficial to him” ; mean- 
ing that the unconscious mind compelled 
the individual to do that which was least 
damaging to the individual. It took me a 
long time to fully comprehend the mean- 
ing and the significance of that statement ; 
and I am now coming to believe that Dr. 
White is right. In advising our patients, 
we must be very careful and never advise 
them to go against their early moral 
training. Many a man and many a woman 
has been thrown into a severe psychosis 
because of attempting to carry out such 
advice. One can explain, but I wish to say 
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that it is a very dangerous thing to at- 
tempt to advise the mentally ill. 


I wish to make a plea that every nerv- 
ous individual and that every patient who 
comes into our office be thoroughly ex- 
amined neurologically. Very frequently 
we have been unfair to our patients, diag- 
nosing them as hysterical when in reality 
they were the victims of organic disease, 
Many a beginning of the cerebro-spinal 
syphilis in its early stage has been over- 
looked and the patient told that there is 
nothing wrong, but to go home and forget 
it. So I beg of you at this time to make a 
thorough neurological examination, and 
having made the examination, if we can 
rule out organic disease, then explain to 
the patient how glad we are; but when we 
make the diagnosis of a neurosis carefully 
explain to the patient that he is in the 
hands of this neurosis which comes up 
out of the unknown that we call the “un- 
conscious mind.” Explain to him that he 
is ill; tell him that you know that he does 
suffer and suffer horridly; let him know 
that you do understand his illness because 
when a seriously ill individual finds one 
who really understands him, he is on the 
road to improvement. Sometimes families 
have scolded and ridiculed and have crush- 
ed and hurt the manic-depressive while in 
a low phase; and please remember that 
the manic-depressive in a low phase suf- 
fers much worse than with any half-dozen 
organic diseases put together. Their suf- 
fering can not be compared with any other 
type of disease. 

In conclusion, let me make a plea for a 
deeper understanding of the neurotic pa- 
tient. No matter whether they become so 
through organic inheritance of the germ 
cell or whether they become so through 
the horrible treatment and training which 
they received during the formative peri- 
ods of their lives, they are sick individuals. 
They are either in the hands of their in- 
heritance per se or they are in the hands 
of the hypothetical thing which we call a 
conditioned reflex or the unconscious 
mind. 


Remember this: That every individual 
does the best that he or she can do with 
the tools with which they are working. 
Every man and every woman does the 
best in their human conduct which their 
abnormal mind allows them. Again, let’s 
be fair and let’s be humane. 
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DISCUSSION: Dr. G. W. Griffin, Norman: 


I am surely glad to see these things 
brought to the attention of the medical 
men. It has been sadly neglected. There 
is going to be more said about the nervous 
and mental disorders in medicine than 
any other department of medicine in the 
last half decade. The time is coming when 
the hospitals are going to have to take 
care of these cases. At least a few of the 
cases should be taken care of by the hos- 
pitals. Many of these cases are success- 
fully being treated in the home. These pa- 
tients are sick. Of all the sick cases, none 
are quite so sick as the mental case. You 
want to be able to understand the cases 
and take care of them in your own hos- 
pital. There should be more mental hos- 
pitals in the State. There is a consider- 
able number of cases that should not come 
to the hospital, they should be taken care 
of at home. 

People are afraid of mental cases. They 
believe the patient will kill some one. 
Mentally sick people do not commit homo- 
cide but sometimes do commit suicide. 
These people should be taken care of and 
gotten well, for they do get well. If not 
permanently cured, well enough to be 
taken home. I would like to see the gen- 
eral medicine man take this thing up for it 
is a vital part of medicine. 





DISCUSSION: Dr. E. Goldfain, Oklahoma 

City: 

If we will just stop to think for a min- 
ute of nervous cases, whether psychosis, 
hysteria, etc., and especially the functional 
and like types of nervous disturbances, 
how severely ill they are and that they are 
really trying to readjust themselves, we 
should not be above treating them honest- 
ly and with understanding. If the doctor 
will only realize that the nervous person 
should be looked upon as normal and try 
to help him readjust himself, the history 
in respect to nervous diseases will be en- 
tirely different. 

A father-in-law brought his son-in-law 
to me. I did not know anything about 
mental cases and suspected that he should 
be confined to an institution. I told the 
fatherin-law he should be hospitalized. 
The father-in-law insisted the boy was not 
crazy. In six weeks a horrible thing hap- 
pened—the boy had killed his wife and 
baby and he was brought to the county 
jail. The father-in-law wanted him elec- 
trocuted or he would kill the doctors. 





—— 








THE INDUSTRIAL ASPECT OF AN- 
TERIOR POLIOMYELITIS* 


D. H. O’DONOGHUE, M.D. 
University of Oklahoma 
OKLAHOMA CITY 


In the course of any epidemic of so-call- 
ed infantile paralysis there has been a 
greater or lesser percentage of adult cases 
reported. This has been true of our recent 
epidemic; and, considering the high per- 
centage of disability which so often fol- 
lows this disease, it is readily understand- 
able that in many instances there may 
seem to be some connection between the 
occupation of the individual and his resi- 
dual paralysis. In this day of industrial 
insurance and compensation there must be 
many instances in which there is an at- 
tempt made to collect disability benefits 
where an accurate and clear diagnosis on 
the part of the examining physician is of 
the greatest importance. Although the pa- 
tient himself may be perfectly sincere in 
his belief that the disability is a result of 
injury it is the function of the examiner 
to be able to reach some definite conclu- 
sion as to the place of trauma as an etio- 
logical factor. 


The cases to be reported here are in no 
sense unique. They merely serve to 
illustrate in a particularly lucid manner 
the possible industrial aspect of anterior 
poliomyelitis. 


CASE REPORTS 


Case No. 1. O. L., W.A.M. Age 24. Ad- 
mitted to hospital July 2, 1930, complain- 
ing of paralysis of legs. Patient states that 
he was perfectly well until five days ago 
when he noticed soreness in his back. He 
was able to work the next day but that night 
the pain in his back was more severe and 
he went to a doctor telling him that he be- 
lieved that he had strained his back. The 
doctor taped his back for strain but this 
seemed to make the pain worse so the pa- 
tient removed the tape that night. Pain in 
back increased with development of stiff 
neck. On the morning of the third day he 
noticed that his legs were weak and that 
he would fall when endeavoring to stand. 
By evening he could not walk. He states 
that the next day he was paralyzed from 
the waist down. He had some nausea and 
had vomited on the second day. He had 
a severe headache. Admitted to the hos- 


*Read before the Oklahoma County Medical So- 
ciety, November, 1930. 





pital on the sixth day at which time phy- 
sical examination revealed considerable 
stiffness of the neck apparently due to 
muscle spasm with tenderness throughout 
the entire length of the spine with mus- 
cle spasm most marked in the cervical 
and lumbar regions. On casual examina- 
tion it appears that the right lower ex- 
tremity is entirely paralyzed. Careful 
check of the muscle groups reveals that 
there is a complete paralysis of the gluteus 
medius, quadriceps, anterior tibial, pos- 
terior tibial and peronei. The rest of the 
muscles show such weakness that the ex- 
tremity cannot be moved voluntarily. Gen- 
eral weakness is much less marked on the 
left side and the extremity can be moved 
by the patient. There is, however, a com- 
plete paralysis of the anterior tibial, pos- 
terior tibial, and peronei muscles. Both 
legs show extreme tenderness of the mus- 
cles but otherwise sensations are intact 
throughout. Deep reflexes absent. Tem- 
perature 102. Pulse 110. Respiration 24. 
Blood and urine negative. Lumbar punc- 
ture shows plus globulin, 95 cells, mostly 
small lymphocytes. Blood Wassermann 
negative. 

Diagnosis of acute anterior poliomye- 
litis was made and casts applied to put 
the extremities at rest. After tenderness 
had disappeared, light massage was in- 
stituted followed by routine physio-thera- 
peutic measures. Considerable improve- 
ment has resulted but there is still a con- 
siderable degree of residual paralysis in- 
cluding the anterior and posterior tibial 
and peronei on the right and the anterior 
tibial on the left. There is marked weak- 
ness of the right quadriceps group. 


Case No. 2. O. W., W.A.M. Age 28, 
states that on July 28, 1930, he was lift- 
ing pipe and strained his back. He was 
able to finish the day’s work. He com- 
plained of some malaise that evening with 
pain in his back and some fever. The next 
morning the backache was worse. The 
muscles of the thighs and back were sore. 
He called a doctor who told him he had 
strained his back and who gave him some 
tablets which gave him slight relief from 
pain. He was able to walk about the next 
day and complained of dizziness and in- 
stability. The next morning he was un- 
able to get out of bed and states that he 
had more fever, and that there was con- 
siderable stiffness of his back and neck. 
His legs seemed heavy, but he could méve 
them about in the bed. On the third day 
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he could not move the right leg nor could 
he raise the left heel from the bed. He 
was examined by a doctor on the fourth 
day who reports that he had complete 
paralysis of the right lower extremity and 
paralysis of the dorsi-flexors of the left 
foot, and the left quadriceps. There was no 
loss of sensation but rather definite hyper- 
esthesia over the lower extremities. There 
was definite stiffness of the neck with a 
tender spine. He was diagnosed anterior 
poliomyelitis and treatment instituted. 
Examination six months after injury re- 
veals complete paralysis of the left anter- 
ior tibial muscle, with marked weakness of 
the posterior tibial and the peroneal 
group. There is a very decided weakness 
of the quadriceps and of the calf muscles 
on the right with complete paralysis of the 
anterior tibial, posterior tibial and per- 
onei. The extensor longus hallucis is func- 
tional. Laboratory examination negative. 
X-ray of spine negative. 


These cases present the characteristics 
of acute anterior poliomyelitis. Onset 
with malaise, pain in back, stiff neck, 
fever, with paralysis developing on the 
third or fourth days; continuing with 
fever, tenderness in muscles, sensations 
intact, no loss of bowels or bladder; 
characteristic lumbar puncture findings, 
all are definite symptoms of the disease; 
then the characteristic distribution of 
the motor loss, with gradual recovery from 
all symptoms except motor paralysis, and 
the diagnosis is clear. 


The patient, however, presents his case 
to the Industrial Commission stating that 
he has injured his back and claiming com- 
pensation. Obviously during the course of 
an epidemic such a case is immediately 
recognized in its true light. Given a case 
occurring sporadically with a less char- 
acteristic chain of symptoms and some 
doubt might arise as to the correct diag- 
nosis. 

CONCLUSION 


Extreme care must be taken not to 
blindly ascribe all symptoms which may be 
present to an injury which may be en- 
tirely coincidental or even imaginary. This 
is especially true in cases involving a sup- 
posed injury to the spine where in many 
cases no objective signs of injury can be 
found. Careful history, detailed physical 
examination, will in many cases demon- 
strate a perfectly definite clinical syn- 
drome entirely independent of injury. 

912 Medical Arts Building. 








A CASE OF MECHANICAL EPILEPSY 


G. WILSE ROBINSON, JR., M.D. 
KANSAS CITY 


During the past year and a half, we 
have been interested in the epilepsies. 
Epilepsy is a symptom only, and is not a 
disease entity. There are many causes of 
convulsions, and in every case, we have 
two plans of treatment. First, we can 
treat the case symptomatically, by means 
of depressant drugs, which inhibit the 
convulsions. Second, we can treat the 
cause and, by eliminating the cause, stop 
the convulsions. 


Throughout the history of medicine, the 
cause of the “falling sickness” has been 
unknown; many theories and suggestions 
have been offered, but none has stood the 
test of time. One of the latest was the 
ketogenic theory, which claims that the 
antiketogenic elements in the body are 
greatly in excess of the ketogenic, and be- 
cause of this, the patient has periodic at- 
tacks. This theory lead to the ketogenic 
diet, which gave us the best results of any 
form of treatment, up to this time. 


Fay, in 1929, propounded the mechani- 
cal theory of convulsions. His work and 
that of others—notably McQuarrie—has 
lead to the conclusions that the cause of 
the condition we have known of as idio- 
pathic epilepsy, is intimately associated 
with water metabolism. From this work, 
we have devised the fluid-limitation treat- 
ment for this condition, with uniformly 
good results, when the patient gives us 
whole hearted cooperation. 


We reported our results with this treat- 
ment, early in 1930, and we are taking the 
liberty of reporting one of those cases, in 
detail, with the results of an additional 
year’s study on the case. This was case 
six in the original report. ' 

H. B., age nine, first came under obser- 
vation on September 4, 1929, at the Alfred 
Benjamin Dispensary, with a chief com- 
plaint of mental retardation, and nocturn- 
al convulsions. The onset occurred when 
she was three years of age, and, unlike 
most cases, the peak in the number and the 
severity of attacks was reached almost at 
once. Up to that time, the child had been 
apparently normal, though these reports 
are often misleading. At the time we saw 
the patient, she was having from two to 
three convulsions every night, which 
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were typical of the epileptic seizure. As in 
nearly all of these cases, there were no 
objective findings except a change in the 
intelligence quotient, and atrophy of the 
brain, as shown by the encephalogram. The 
intelligence quotient in 1927 was 62.5%, 
while in 1929, it had dropped to 35%. This 
is a very pronounced drop, and shows the 
great amount of damage that may be done 
to the neglected case. The encephalogram 
shows the reason for this severe deterior- 
ation of her intelligence, as there has been 
a very severe cortical atrophy, involving 
both sides. The plates showed the most 
severe grade of atrophy of any case we 
have ever seen. We know that as time 
elapses in these cases, the disease pro- 
gresses, and the destruction of the brain 
becomes more severe. For that reason, 
drastic steps should be taken as early as 
possible, to inhibit the progress of the con- 
dition. Procrastination may so injure the 
patient, that no help may be given, when 
the proper type of treatment is instituted. 


She had been on luminal therapy for 
several months, with no results. Two weeks 
after she was seen, the patient enter- 
ed the hospital for the encephalogram, and 
the early stages of the treatment. Ordin- 
arily, the treatment may be carried out at 
home, but in this case, both parents have 
tuberculosis, so it was thought advisable 
to leave her at the hospital for three 
months, the length of time usually neces- 
sary to satisfactorily adjust the patient to 
the regimen. It usually takes from two to 
four months before results can be obtain- 
ed with this therapeutic measure. 


Her total fluids were cut to 14 ounces 
a day, and she was put upon a low water 
diet. Within a month, she became con- 
vulsion-free, and remained so for almost 
two months. At the end of that time, she 
returned home and almost at once, began 
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to have attacks again. This frequently 
occurs, as the change from hospital life, 
with its carful supervision, to home life, 
where mistakes can and will be made, near- 
ly always causes a relapse. She was found 
to be constipated, and, unknowingly, she 
had committed dietary errors. These were 
corrected and slowly she began to respond, 
as shown by the chart. 


An analysis of this chart shows several 
interesting things. First, it took five 
months before the patient became convul- 
sion-free, after the adjustment had been 
made. This shows that care should be 
taken in prophesying any length of time in 
which the patient will respond. Persever- 
ance must be practiced, and, if a defeatist 
attitude is taken, nothing can be accom- 
plished. Secondly, not only did the number 
of attacks become less, but the severity 
decreased, as shown by the decrease in the 
length of the lines. This is the usual se- 
quence of events, and when the attacks 
begin to become less severe, it is evidence 
that the treatment is taking effect. Third- 
ly, about the middle of April, because of a 
suspicion of tuberculosis, it was thought 
advisable to add milk to the diet. Seven 
ounces of milk per day were given to her, 
and as this probably would increase the 
attacks, a bromide preparation was given 
to offset this mild increase in fluids. This 
apparently was satisfactory, as the attacks 
became less severe and more infrequent, 
and eventually disappeared. 


She has not had an attack now since 
early in June. Many observers demand a 
five-year cure in epilepsy, and, while we 
do not claim she is cured, still, we feel 
we have accomplished a great deal in one 
of the most severe cases that ever came 
under our observation. 

Of extreme importance, is the change in 
her intelligence quotient. When she first 
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CHART NO. 1 
Shows the reduction in both severity and number of attacks, after she left the hospital. Each line 
represents an attack, and the length of the lines represents the severity of the attack. The figures at the 
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entered school in 1927, her I. Q. was 62- 
5%, and in 1929, it was 35%, a very 
severe drop. Nine months later, under 
fluid-limitation treatment, the I. Q. had 
risen to 37.5%, and four months later, it 
was 38%. On the surface, we do not seem 
to have accomplished much, but a careful 
analysis of the above figures, will show 
that, not only has this severe deterioration 
been stopped, but that she is showing pro- 
gress, almost compatible to normal chil- 
dren. 


Her mental age thirteen months ago, 
was three years, and now it is three years, 
eight months. Considering the fact that in 
two years, she had lost one year and two 
months, I believe it is astounding that in 
one year, she should have gained eight 
months. Not only that, but the psycholo- 
gist reports she believes the patient had 
gained a great deal more than is shown 
by the test. 


To my mind, this is the great benefit to 
be obtained from fluid-limitation treat- 
ment. There is no doubt but that it is 
drastic, and that the patient suffers from 
thirst, but if we can save the mentality of 
our patients, then it is worth the effort. 
I do not believe medical treatment, even 
though it stops the attacks, will bene- 
fit the intelligence of the patient. This, | 
believe, is shown by this case. 

I cannot fairly draw any conclusions 
from one case, but I believe the above 
results are added evidence that fluid limi- 
tation, wherever possible, should be used 
in the treatment of the mechanical or 
water type of epilepsy. 


1432 Professional Building. 
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CAROTINEMIA RESULTING FROM 
RESTRICTED DIET 





Oscar L. Levin and Seymour H. Silvers, New 
York (Journal A. M. A., June 27, 1931), report 
two cases of carotinemia which occurred in women 
who did not have diabetes, the discoloration in 
one of them being more evident by continuing 
the ingestion and increasing the amount of car- 
rots and oranges eaten. Aside from the pigmen- 
tation there are no other subjective or objective 
symptoms. It is possible that the condition may 
exist for variable periods of time before it may 
be perceived and made a complaint. Its dif- 
ferential diagnosis from jaundice and disorders 
of pigmentation is facile. The prognosis is ex- 
cellent, as the discoloration beings to fade rapidly 
with correction of this diet and elimination of the 
carotene-bearing foods. It is possible that ob- 
servation of faddists or those employing a re- 
stricted diet for the reduction of weight may dis- 
close some of these cases of carotinemia. 
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THE DIAGNOSIS AND TREATMENT 
OF PYELONEPHRITIS* 


DAVID V. HUDSON, M.D. 
TULSA 


Pyelonephritis is one of the most com 
mon conditions the urologist is called upon 
to treat, and probably second only to gon- 
orrheal infection in frequency. The great 
incidence of this disease and its relation 
to the mortality of both general and uro 
logic surgery calls for more accurate diag- 
nosis and more energetic treatment. Acute 
pyelonephritis may easily be confused 
with influenza, appendicitis, salpingitis, 
gall bladder disease and other abdominal 
lesions while chronic pyelonephritis is of- 
ten mistaken for nephritis. Too frequently 
both the acute and chronic types are over- 
looked entirely. 


We have been in the habit of using the 
term pyelitis in a rather broad manner to 
include most of the pyogenic infections of 
the kidney. It is well before we proceed 
to define the terms pyelitis, pyelonephritis 
and nephritis. True pyelitis is an infection 
of the lining of the pelvis alone and is in- 


frequent as the infection usually involves | 


the substance of the kidney as well. Pye- 
lonephritis is an infection of both the 
parenchyma and pelvis. Nephritis is limit- 
ed to the parenchyma and the process 
rarely if ever involves the pelvis. 

In renal infections therefore the neph- 
ritis may predominate and name the con- 
dition; sometimes the inflammation of the 
renal pelvis gives the clinical and urinary 
picture while parenchyma and renal pelvis 
may seem to be equally affected and pye- 
lonephritis best describes the disease. It 
is often difficult to distinguish pyelone- 
phritis from nephritis and a differential 
diagnosis can be made only after a careful 
urinalysis. In both acute pyelonephritis 
and acute nephritis the onset is frequently 
accompanied by chill followed by fever, 
there may be pain and tenderness in the 
region of the kidneys and both may show 
microscopic and even gross blood in the 
urine. 

In pyelonephritis the urine usually con- 
tains relatively less albumen and fewer 
casts. Leucocytic casts are found in vary- 
ing numbers. In nephritis hyaline and 
granular casts are frequently found in 


considerable quantity but are _ rarely 
*Read in section of medicine at State Medical 
Association Meeting, May 13, 1931, Oklahoma City, 


Oklahoma. 
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numerous in pyelonephritis. Leucocytes 
usually occur in quantity in pyelonephritis 
and organisms in large numbers are found 
in the stained smear and cultures. Toxic 
nephritis is characterized by a noticeable 
absence of leucocytes and bacteria. How- 
ever suppurative nephritis with or with- 
out abscess formation resembles and is 
often confused with pyelonephritis. The 
relatively small number of leucocytes and 
bacteria in proportion to the severity of 
the disease helps to distinguish it from 
pyelonephritis. Repeated examinations are 
necessary in order to determine the spe- 
cific organism responsible for the infec- 
tion. Repeated stained smears of the urin- 
ary sediment should be carefully made in 
addition to the cultures as the colon bacil- 
lus will often outgrow and crowd out the 
staphylococcus, streptococcus and other 
organisms. In every case the urine should 
be examined for tubercle bacilli. 


The X-ray diagnosis of pyelonephritis 
may be very uncertain in the early cases, 
the pyelogram showing little if any change 
from the normal outline of calices and 
pelvis. In more advanced cases there may 
be a moderate degree of dilatation of the 
calices and pelvis or there may be spasm. 
The dilatation begins in the minor calices 
extending to the major calices, pelvis and 
ureter. This usually progresses in the 
calices with the pelvis failing to dilate in 
equal proportion. Braasch considers this 
dilatation due to inflammatory changes 
rather than back pressure and explained 
by retraction of the walls of the pelvis or 
necrosis. 


The course of the disease varies greatly. 
Some of the milder cases clear up prompt- 
ly under treatment and not.infrequently 
spontaneous recovery without treatment 
is seen. Many cases develop into a chronic 
form more or less resistant to treatment 
and some become progressively worse re- 
sulting in complete destruction of the kid- 
ney. 

It is a well known fact that bacteria 
may pass from the blood stream through 
the kidney into the urine and be excreted 
without demonstrable damage. Very little 
is known regarding the factors which al- 
low the kidneys to remain undamaged in 
one case while in another person with ap- 
parently normal kidneys, free from stone, 
obstruction and other predisposing condi- 
tions a definite infection takes place. 


Chronic pyelonephritis is found in two 
groups of patients: (1) Individuals with 


clinically normal kidneys and (2) those in 
which the infection is secondary to ob- 
struction, renal stone, injury, etc. Two 
general types of patients are seen with 
pyelonephritis: (1) Those who appear to 
stand the infection very well with little 
discomfort or impairment of the general 
health; and (2) those who react consider- 
ably to the infection with recurrent fever 
and pain resulting in more or less continu- 
ous ill health. Frequently these individ- 
uals will try to keep going in spite of poor 
health and seek medical advice only after 
considerable damage to the kidneys has 
taken place. They also side-step the cysto- 
scopic examination, trying one medicine 
after another until someone convinces 
them that accurate disgnosis is necessary 
in order to carry out appropriate and ade. 
quate treatment. 


TREATMENT 


In acute pyelonephritis with fever, pain 
and tenderness the patient is put to bed 
with forced fluids, liquid diet and potas- 
sium citrate or acetate every two hours 
until the urine is alkaline to litmus and 
then every four hours. Tincture of hy- 
oscyamus frequently relieves spasm and 
burning when there is vesical irritation 
and may be given with the potassium 
citrate. Alkalinization may be hastened by 
the addition of sodium bicarbonate to the 
citrate. When the patient becomes afebrile 
the fluids may be reduced and methana- 
mine subsituted for the potassium citrate. 
Catheterization of the ureters is usually 
withheld in the acute cases unless there is 
suspicion that acute hydronephrosis is 
present due to obstruction caused by con- 
gestion and edema at the physiologically 
narrowed portions such as the uretero- 
pelvic junction and the intramural portion 
of the ureter. In cases with faulty drain- 
age the catheter is sometimes allowed to 
remain in place for three or more days to 
facilitate drainage and this procedure of- 
ten forestalls a serious pyonephrosis. Pus 
and mucus might also obstruct the ureter 
in which case drainage is established by 
passing the ureteral catheter. After the 
acute symptoms have subsided ureteral 
catheterization and pelvic lavage instilla- 
tion of silver nitrate, silver protein and 
the penetrating dye antiseptics has proven 
effective. Repeated treatments are often 
necessary altho very good results have 
been noticed after two or three instillla- 
tions in certain cases. 


The relation of intestinal stasis to pye- 
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.lonephritis has been recognized and is seen 

probably much more frequently in women 
than in men. Careful regulation of elimi- 
nation should be advised in the case of 
women suffering with constipation. Not 
infrequently one gets a history of the renal 
pain being preceded by constipation and 
general feeling of discomfort in the abdo- 
men. Intestinal antiseptics have been used 
with varying success and altering the in- 
testinal flora by cultures of other organ- 
isms has given promise but requires fur- 
ther investigation. 

The experimental work of Rosenow, 
Bumpus and Meisser has demonstrated 
that certain strains of streptococci origin- 
ating in foci of infection such as the teeth 
and tonsils have a special predilection for 
the kidneys. Some believe that the colon 
bacillus so frequently found in the kidney 
is only a secondary invader of minor im- 
portance or a natural inhabitant of the 
urinary tract. Others consider the colon 
bacillus the chief offender and the strep- 
tococcus and staphylococcus as secondary 
invaders. Measures should be taken to 
clear up infections of the skin such as 
furunculosis, routine examination of the 
sinuses ears, tonsils and teeth should be 
made in all cases and corrective measures 
carried out. Infections of the prostate and 
vesicles should be taken care of and in 
women infection of the tubes and cervix 
often require attention. Infections of the 
respiratory tract altho not directly re- 
sponsible as a focus of infection may low- 
er the resistance of the urinary tract en- 
abling the pyogenic organisms or colon 
bacillius to develop and produce lesions. 

Stasis caused by obstruction of the up- 
per or lower urinary tract is a frequent 
cause of pyelonephritis and should be cor- 
rected early. Strictures of the ureter 
should be dilated. Stasis caused by undue 
mobility of the kidney resulting in kinking 
of the ureter should be corrected by sup- 
portive measures or nephropexy. Surgical 
interference is particularly indicated in 
those cases where the ureter is compress- 
ed by aberrant vessels. The selection of 
cases for surgical treatment must be done 
very critically as many of the loops and 
bends frequently seen in ureterograms are 
not true kinks and do not cause obstruc- 
tion. In the lower urinary tract, prostatic 
hypertrophy, median bar, congenital 
valves of the posterior urethra and ure- 
thral stricture favor infection of the kid- 
ney by producing stasis. 

Stones are frequently found even in 
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cases where they were least suspected and 
should be removed. Where the patient will 
not consent to a cystoscopic examination 
at least an X-ray of the kidneys, ureters 
and bladder taken after cleaning out the 
large bowel by enema should be insisted 
upon. 

Internal medication by means of various 
urinary antiseptics by mouth altho the 
treatment of choice in acute infections has 
a place in chronic pyelonephritis. Salol, 
methanamine, caprocol, neutral acrifla- 
vine, pyridium and allied compounds 
should be used and alternated at intervals. 


Nephrectomy is resorted to in cases of 
unilateral disease with extensive damage 
where the other kidney is able to function 
adequately. Very resistant and recurrent 
infections are sometimes drained surgical - 
ly, but this rather radical procedure is not 
often employed. 

CONCLUSIONS 


1. Pyelonephritis is often confused with 
abdominal lesions, influenza and nephritis. 

2. Careful urinalysis is necessary for 
an accurate diagnosis and stained smears 
should be made as well as cultures as the 
colon bacillus tends to outgrow and crowd 
out other organisms in the cultures. 

3. Early catheterization and drainage 
should be done where acute hydronephro- 
sis is suspected. 

4. The systematic removal of all foci of 
infection and the correction of conditions 
causing stasis early in the course of the 


disease are most important. 
305 Medical Arts Building. 
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DIPHTHERIA TOXOID (DIPHTHERIA ANA- 
TOXINRAMON) IN INFANCY 








Joseph Greengard, Chicago (Journal A. M. A., 
July 25, 1931), vaccinated 117 infants, ranging in 
age from 4 days to 2 years, against diphtheria 
with two 1 cc. doses of commercial diphtheria 
toxoid. Complete immunity, as measured by the 
Schick test, was obtained in 98 per cent of the 
infants. The appearance of immunity was quite 
rapid, a considerable proportion showing a nega- 
tive Schick reaction two weeks after the second 
injection. Reactions were noted in only 2 of 147 
cases; both of these were very mild. An a small 
group in whom the persistence of immunity was 
tested, one case occurred in which the Schick re- 
action turned positive six months after vaccina- 
tion. Three cases of clinical diphtheria occu 
during the period of investigation. One of these 
appeared in a vaccinated child with a succeeding 
negative Schick reaction. On the basis of his 
observations the author concludes that immuniza- 
tion against diphtheria, as measured by the Schick 
test, can be produced rapidly and safely in a 
high proportion of infants by the use of two 1 cc, 
injections of diphtheria toxoid. 
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Movable kidney has had a remarkable 
if not unique career in the hands of the 
medical profession in the relatively short 
time since it was described in 1885 by 
Glenard. 

It soon came to be recognized as a factor 
of great moment in the health and happi- 
ness of many individuals whom it affect- 
ed. It was accepted as a potential cause of 
suffering seldom surpassed by the diseases 
affecting humanity; and in the early de- 
velopments of surgical measures for its 
correction, the profession considered _it- 
self fortunate in being able to cope with 
so formidable a malady. 


Innumerable methods of operating, be- 
sides many palliative measures, were pro- 
posed and utilized, many of them ingen- 
ious and successful, others failures. Re- 
nowned surgeons the world over event- 
ually were converted to belief in the justi- 
fication for replacing and anchoring the 
kidney (nephropexy) in its proper location 
and position, practiced it and recorded 
countless numbers of successes. In this 
country might be mentioned such _illus- 
trious names as Howard Kelly, Edebohls, 
Goelet, and a host of leaders in surgery in 
all parts of the union; while abroad the 
practice of nephropexy was equally as 
popular. 

There was, then, no lack of precedent 
or authority for the continuation of the 
practice. Nevertheless some eight or ten 
years ago enthusiasm for this work seem- 
ed, to be waning, resulting from accumu- 
lating reports of failure or relief afforded 
by operation in the first place, or of fail- 
ure of the anchored kidney to remain in 
the position in which it had been placed. 


So nephropexy gradually fell into dises- 


teem and was finally condemned by many 
as unworthy the further confidence and 


*Read by invitation before the General Assembly 
of Oklahoma State Medical Association Meeting, 
Oklahoma City, May 12, 1931. 





practice of the profession. So universal 
was this adverse sentiment in the profes- 
sion that those who still retained confi- 
dence in it were almost ashamed to ac- 
knowledge it and few seemed brave 
enough to champion its cause. It was said 
two years ago, that at a noted surgical 
clinic only two such operations had been 
done in the previous two or three years; 
and that the propriety of such work was 
seriously questioned. 


But fortunately for those suffering 
from this distressing malady, there have 
been two sides to the question; and a ris- 
ing tide of protestors against the unmerit- 
ed condemnation of so valuable a proced- 
ure has made itself heard in the writings 
of authors the country over. The authors 
of the present paper are glad to have been 
early numbered with this protesting con- 
tingent. During the past three years, we 
have, on invitation, presented papers on 
the subject, together with illustrative 
slides, in Illinois, Arkansas, Texas, Mis- 
souri, Indiana, Oklahoma, Pennsylvania, 
Tennessee, Florida and British Columbia; 
and have never yet met with a serious 
denial or dispute of the justice of our con- 
tentions. 


Further, to justify the conviction that 
we are in good company in our endeavors 
to reclaim nephropexy to its rightful posi- 
tion, we point to the fact that during the 
past five years many forceful contribu- 
tions have appeared in the literature 
strongly advocating such work, among 
them the following: 


C. Emerson’, V. J. O’Conor’, A. Ladwig’, 
B. A. Thomas‘, Vozenilek’, B. Rado’, A. 
Campatelli’, A. Riley’, A. Jurozz’, L. Pan- 
sin”, Lewis and Carroll", A. J. Scholl", J. 
Van Gulik”, Bremerman”™, E. Papin”, G. 
Pisano”, W. Billington", M. Klika”, P. Gel- 
fer”, F. Hinman, Vecki and Johnson”, K. 
Horie”, T. H. Hammond”, C. P. Mathe”, 
W. L. Downing”, Burford and Glenn”, P. 
Janssen”, Fowler”. 


Next week the American Urological As- 
sociation at its meeting in Memphis, will 
hear an address on movable kidney by one 
of the world’s leading surgeons, Mr. 
Frank Kidd of London, followed by a 
symposium of discussions by Dr. Manges 
of Philadelphia, Arthur Chute of Boston, 
Braasch of the Mayo Clinic, David Mc- 
Kenzie of Montreal, Lowsley of New York 
and Bransford Lewis. This further shows 
the interest that is being taken in this 
supposedly “dead issue” of surgery. 








—_— | 
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Most of the authors above listed are 
ardent advocates of the great value of 
nephropexy and, like ourselves character- 
ize it as one of the most useful and valu- 
able operations in surgery. 


In searching for the cause of the wide- 
spread antipathy for this work, we must 
admit that there has been reason enough 
to justify criticism of it. The reason, in 
the first place, revolves around the slip- 
shod and often erroneous diagnoses that 
were formerly made from _ superficial 
methods of examination. The errors re- 
sulting led to nephropexies that were un- 
justified and inappropriate. If one anchor 
a kidney when the real cause of the pain 
is unrecognized appendicitis he is destined 
to failure in his surgical endeavor; but 
the fault rests with the operator, not the 
operation. If we blamed the operation of 
appendectomy for the numerous instances 
in which the appendix has been removed 
when the real trouble was ureteral stone 
or movable kidney with ureteral kink, ap- 
pendectomy itself would, no doubt, have 
long since been relegated to oblivion. 


In a recent paper on chronic appendici- 
citis by Larimore*the author says there is 
a consensus of opinion among such sur- 
geons as Lichty, Stanton, Ehrlich, Bett- 
mann, Carnett, Boles, Harris, Case, Black- 
ford and Dwyer to the effect that 40 per- 
cent of appendectomies have failed to re- 
lieve the symptoms for which they were 
done. This in itself, says the author, 
“would be a serious indictment to the 
practice of any remedial measure or 
scheme of treatment.” 

But we do not hear the widespread 
assertion that on this account appendec- 
tomy is a back number and should be 
dropped from surgical practice. 


There is a pre-war and a post-war as- 
pect to this question of diagnosis, that 
really makes all the difference in the 
world and brings about the demand that 
the profession reconsider its adverse ver- 
dict and reinstate the prodigal in its af- 
fections. 


In the exacting diagnosis required in the 
present period, two points in particular 
are required before operation is sanction- 
ed. 

(a) Proof that the suspected kidney is 
pathologically movable and is the cause of 
damaging effects, i. e., kinked ureter with 
urinary obstruction, etc,; and 








(b) Proof that the movable kidney is 
causing the symptoms of which the patient 
complains. 


The old “laying-on-of-hands” method of 
examination does not suffice for this 
proof, and it is discarded for much more 
certain and serviceable modern measures, 
connected with urography and postural 
tests as delineated by X-ray. Uretero-pye- 
lograms are made either by intravenous 
injection of skiodan, or by cystoscopy and 
ureteral catheterization. 


Before the injection for the pyelogram 
is given a “flat” negative (No. 1) is made 
to disclose any possible stone-shadows, 
etc. Then, following the pyelographic in- 
jection, No. 2 negative is made with the 
patient in the recumbent position, flat on 
her back. After this she is raised into an 
upright position and negative No. 3 is 
made. On being developed, negatives No. 
2 and 3 plainly show the amount of de- 
scent or displacement of the suspected 
kidney, as well as the amount of dilatation 
of the kidney pelvis (hydronephrosis), 
kinking or dilatation of the ureter, etc. 
When you see some of these negatives with 
kidneys dropped down into the bony pelvis 
and the ureters angulated and kinked so 
that drainage through them is impossible, 
you easily understand the reason for the 
sufferings of the patient, whether of one 
or ten or more years’ standing. 


And when you see the upright negative 
of the same case, taken a month or more 
after the operation and observe the kidney 
located well up in the flank in a proper 
position for drainage, the pelvis decreased 
in size, the ureter straightened and freed 
from kinks, you understand the reason for 
the patient’s claims of freedom from the 
old pain and misery that may have tortur- 
ed her for years. 


Such patients are irrepressible in their 
enthusiasm over the relief obtained, and 
are impervious to the arguments of pessi- 
mists that “there is nothing in this mov- 
able kidney foolishness.” 


Husbands, too, are impressed with the 
happier demeanor of their wives and de- 
clare in favor of this surgical work as 
compared with exchanging old wives for 
new. 

Taking his cue from Coldstein’s” studies 
of fractional uretero-pyelography, O’Con- 
or” determines the emptying-time of the 
kidney pelvis and ureter as indicating the 
presence of ureteral or pelvic stasis. Nor- 
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mally the ureter and pelvis are drained of 
Opaque contents (sodium iodide solution) 
within six to eight minutes after injection, 
the patient meantime in the upright posi- 
tion. The eye of the catheter rests in the 
lower part of the ureter while the injec- 
tion is being made; and successive X-ray 
negatives are taken to determine the 
rapidity of evacuation. 


The other reason for the discrediting of 
nephropexy was the frequency with which 
there was relapse following the older and 
more complicated operations. The kidney 
didn’t “stay put,” so to speak, and with 
its breaking away from its anchorage 
there was renewal of kinking, obstruction 
and the train of symptoms of former days. 
This objection has been removed by simp- 
ler and more secure methods of anchoring, 
and the retention of the operated patient 
in bed long enough (four weeks) to estab- 
lish a firm attachment of the kidney to the 
adjacent abdominal walls. During this 
period the patient may lie on her back or 
on the side affected but not on the opposite 
(healthy) side. 


Our evidence in support of nephropexy 
for pathologically movable kidney consists 
mainly in the X-ray negatives of our pa- 
tients taken before and after operations; 
taken in the recumbent and the reclining 
positions, successively; and showing the 
damaging effects to kidneys and ureters of 
kinking or angulation that brings about 
obstruction, back-pressure, infection, etc. 
A few slides only are to be shown, in 
deference to brevity. 


In order to definitely check up on the 
present condition of operated cases we 
have recently been taking intravenous 
negatives where possible, and some of 
these, also, will be shown with the results 
disclosed. 


SLIDES 


Case 1. Mrs. J. S—r, age 52. (Three slides: 
Recumbent, upright; and four weeks after oper- 
ation.) Recurrent attacks of severe pain in the 
right side and thigh for ten years; occasional 
nausea and vomiting. Appendectomy was ad- 
vised by surgeon but before operation, he re- 
quested a urological examination at our hands. 
This proved fortunate because our uretero-pye- 
logram showed marked hydronephrosis with 
stricture and kink of the ureter and moderate 
ptosis of right kidney. 


Nephropexy, Nov. 12, 1928. Recovery. Post 
operative slide (four weeks) in upright position 
shows the kidney in its proper location, the pelvis 
reduced in size and the ureter straightened out, 
affording good drainage. 


Case 2. Mrs. A. L—n, age 61. (One slide.) Was 


| 





treated for lumbago for eight years, the attacks 
often requiring morphine for relief. Urine clear. 
Right kidney was descended into the iliac fossa; 
moderately dilated pelvis and kinked ureter. 


Nephropexy, July 28, 1928, followed by com- 
plete relief. 


Case 3. Mrs. M—g, age 29. (one original slide, 
and one Skiodan check-up.) Five years of left 
lumbar pain radiating to the groin and frequent 
urination, worse at time of menstrual periods. 
Urine clear and healthy. Slides: Ptosed left kid- 
ney, tortuous and kinked ureter. 


Nephropexy, September 8, 1829. Complete re- 
lief. Skiodan check-up slide, April 14, 1931, taken 
in upright posture showed left kidney in good 
position and location. Painful attacks relieved. 


Case 4. Mrs. A. R—n, age 51. (Two slides:, one 
upright and check up, three years apart.) Five 
years of suffering that diminished her activities 
until finally she could do nothing but sit around 
her home. Even a game of bridge would usually 
start the attack of pain and finally would send 
her to bed. Pain in the right side running into 
the right hip and thigh gave a strong suspicion 
of trouble with the hip joint. Before her phy- 
sician was finally convinced of the justification 
for nephropexy, he advised her going home from 
the hospital a while. A week later a hurry call 
advised us that the patient was having chills and 
high temperature, 106 degrees. We sent her back 
to the hospital, cystoscoped, catheterized and drew 
off four ounces of foul infected urine from the 
right kidney, which gave relief from the intense 
back pressure pain and supplanted the fever with 
a normal temperature, as long as we kept the 
ureteral catheter in place and washed the kidney 
pelvis with antiseptic solution. Thereupon, it was 
agreed by the physician and family that neph- 
ropexy was advisable. It was done on October 
22, 1928, after which there was complete recovery 
from the attacks of pain, with renewal of weight 
and general health and her happy outlook on life. 


Skiodan check-up, April 29, 1931, in upright 
position shows the kidney still in its correct lo- 
cation and position. 


Case 5. Mrs. T. K—r, age 70. (Two slides: Re- 
cumbent and upright.) Over twenty-five years 
of recurrent attacks of pain in the back which 
were supposed to be lumbago. They were often 
so severe that she had to be kept narcotized with 
morphine or other sedative for days at a time. 
She was writhing in such an attack at our first 
interview with all the family standing about in 
awe-stricken sympathy. She had been under the 
influence of morphine for three days and nights 
at that time, which, however, did not succeed in 
relieving all the pain. Her weight was 250 
pounds. The first pyelogram (recumbent) show- 
ed the kidney apparently in its normal position; 
the second (upright) showed the kidney descend- 
ed toward the pelvis with the ureter kinked, ex- 
plaining the agonizing pain and recurrent septic 
temperatures that had prevailed before the re- 
moval of the pent-up urine by ureteral catheteri- 
zation. While the catheter drained the pelvis, 
there was no need for morphine or sedatives. 


Nephropexy, October 22, 1928, restored her 
health and gave permanent freedom from the at- 
tacks of twenty-five years standing. 

Case 6. In contrast to the above sevent 
old patient is the one now presented; a li 


year 
e girl, 
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Evelyn O—n, four years of age. (One slide). For 
the most of her young life, she had suffered from 
pain in her left side accompanied by frequent 
passing of very purulent infected urine. Her 
physician, Dr. Costello, had recognized the pres- 
ence of pyelitis, but referred her for more defi- 
nite diagnosis. The slide shows the left kidney 
low down in the pelvis (congenital ptosis) with 
the ureter shorténed so that it was obviously im- 
possible to replace this kidney in its proper lo- 
cation. The ureter on the opposite side was 
angulated and kinked. Since no operation could 
be done, the patient was given repeated cysto- 
scopy with ureteral catheterization and pelvic 
lavages, which she underwent with local anesth- 
esia only and regained her health and a very 
comfortable position within a space of six months. 


Case 7. Mrs. Pansy G—n, age 36. (One slide.) 
Dragging and debilitating pain in the right side 
a year before coming in in June, 1926. 

Nephropexy, June 7, 1926. Complete recovery 
and a jubilant patient ever since. Skiodan check- 
up, April 30, 1931, shows kidney in perfect posi- 
tion and kink of ureter eliminated. 

Case 8. Miss S—e. (Two slides: supine and up- 
right. Pain in the right side three years. Mark- 
ed ptosis. Nephropexy, relief. 


Case 9. Mrs. L—x, Tulsa, age 51. (One slide.) 
Five years of symptoms with pain in the back, 


right side, radiating to the groin. Later, dull, 
aching pain in right loin. 
Nephropexy, November 21, 1925. Report of 


good health received. 

Case 10. Mrs. Mabel S—t, Tulsa, age 28. (One 
slide: upright.) Symptoms eight months. Acute, 
severe pain right lumbar region radiating down 
into groin; frequent and burning urination. Slides 
show markedly ptosed and dilated right kidney. 

Nephropexy, June 11, 1928. Recovery. Hus- 
band reported April 18, 1931, that Mrs S—t is in 
fine condition and much delighted with her re- 
covery. 

Case 11. Mr. D—s, age 28. (Two slides: Re- 
cumbent and upright), showing bilateral ptosis of 
the kidneys, explaining the pain that had existed 
in his right side for four years previous. A belt 
obtained the desired relief and reports from him 
since that time indicate that he is exempt from 
pain as long as he wears his belt. 

Case 12. Mrs. H—m, age 58. (One slide: up- 
right). Extreme ptosis. Dull pain in back and 
side for ten years. 

Nephropexy performed April 26, 
covery. 

Case 15. Mrs. N—s. (Two slides showing op- 
eration). Polycystic kidneys, and one ptosed. 

OPERATIVE FEATURES 


Experience in this work has shown that 
there are certain operative requirements 
formerly unrecognized that must be ful- 
filled in order to attain uniform success. 
They are: 

Complete exposure and mobilization of 
the kidney and ureter well down to the 
brim of the pelvis. This permits release 
from adhesions or attachments to the ure- 


1929. Re- 





ter and pelvis that might be interfering 
with drainage and contributing to the 
pain. Small ureteral stones that have fail- 
ed of demonstration by radiography have 
been thus discovered and removed as a 
complicating factor". Removal of all fat 
that might interfere with intimate con- 
tact between kidney and surrounding 
muscle. 


Anomalous vessels supplying the lower 
kidney pole and crossing the adjacent 
ureter should always be sought and dis- 
posed of if found. 


Finally before placing the sutures for 
anchorage, a test of replacement should be 
made for both kidney and ureter, the lat- 
ter being straightened out in its new bed 
while space for the kidney high up is pro- 
vided by pressure with gauze-covered 
fingers (Foley"). Also, the kidney is 
replaced with its pelvis in a dependent 
position, to facilitate drainage (Fowler”. 


We have considered it of advantage to 
scarify the capsule for future plastic ad- 
hesion but not to decapsulate, the capsule 
itself affording assistance in holding the 
three 20-day chromic catgut nephropexy 
sutures. These sutures are placed, as ad- 
vised by Kelly”, in a triangular manner on 
the posterior surface of the kidney, 
the first (upper) one with the apex 
directed upwards and passed through 
the muscles between the llth and 12th 
ribs where later they are tied just snugly 
and control the location and position of 
the kidney. Two others are also placed 
in a triangle with the apex directed slight- 
ly backwards, the strands passing through 
the posterior part of the quadratus lum- 
borum muscle and fascia. With the kid- 
ney then replaced, the sutures are tied in 
sequence from above downward. 
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RECIPE FOR COOKING MEAD’S CEREAL 








When cooked according to the following recipe, 
and served with milk, Mead’s Cereal is eagerly 
accepted by infants: 


Place 2 rounded tablespoons Mead’s Cereal and 
1 cup cold water in upper section of double boiler, 
mixing with fork or wire whip. Place over direct 
flame for 10 minutes, while stirring. Replace 
upper section over lower section of double boiler 
and continue cooking for % hour the night before, 
and ‘% hour before serving, stirring occasionally, 
or, leave double boiler over “pilot” gaslight until 
morning. This makes a day’s supply for the 
average infant. Number of tablespoons fed is 
increased from 2 tablespoons, according to age. 


For older children, the consistency may be in- 
creased by using % cup of Mead’s Cereal and 
2 cups water (2 to 3 portions). Served with 
cream and sugar, Mead’s Cereal deliciously sup- 
plies the growing child with protein, fat, carbo- 
hydrate, .calories and what is more important— 
Calcium, phosphorus, iron, copper and other es- 
sential minerals. 








TRAUMATIC RUPTURE OF THE 
KIDNEY* 


CLINTON K. SMITH, M.D., F.A.C.S. 
KANSAS CITY, MO. 


Probably no other traumatic injury re- 
quires more careful, painstaking, and 
watchful evaluation of symptoms than 
potential rupture of the kidney. Curious- 
ly enough the clinical manifestations are 
oft times not in keeping with the gravity 
of the injury, particularly, if bodily injury 
has not been sufficiently severe to other- 
wise inconvenience the patient. 


In one of my cases the patient, a foot 
ball player, finished the game after re- 
ceiving the injury which subsequent ob- 
servation proved to have resulted in rup- 
ture of the kidney. To be sure, in those 
cases where the damage to the kidney is 
extensive, the patient is acutely ill from 
the outset. 


TYPES OF RUPTURES 

The actual pathological character of the 
injury may vary from a small transverse 
break in the renal cortex, sometimes in- 
volving one side only, to a complete shat- 
tering of the kidney, simulating the burst- 
ing of an explosive shell. Usually, the rup- 
ture represents a transverse break involv- 
ing the capsule and cortex from side to 
side. As often as not the break does not 
open the calices or pelvis. In the more 
severe types of injury however, the pelvis 
and the adjacent peritoneum may be rup- 
tured adding greatly to the gravity of the 
situation. 


It is of interest to speculate on the dy- 
namics of rupture of the kidney. On first 
thought, this organ, protected by the ribs 
and cushioned in a surrounding bed of 
fatty tissue, should appear to be compara- 
tively immune from injury by direct force. 
In this connection, it must be remember- 
ed, that the kidney, unlike most organic 
structures of its type, is a semi-hollow 
viscus within which is maintained a con- 
stant internal pressure or tension. This 
idea kept in mind, together with observa- 
tion of the character of the damaged renal 
tissue in these cases, indicates that the 
dynamic force productive of rupture is 
usually in the character of concussion 
rather than direct force to the kidney. 


SYMPTOMS AND DIAGNOSIS 
The diagnosis is the all important angle 





*From the department of Urological Surgery, 
University of Kansas School of Medicine. 
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of the proposition. Primarily the history 
of the injury is of cardinal importance. In 
most instances, there is a history of direct 
trauma to the kidney region, either ventral 
or dorsal. A too close adherence to this 
rule however, may be misleading, as rup- 
ture of the kidney may result from in- 
direct violence; for example—where the 
patient may fall striking in a sitting posi- 
tion with no direct violence to the kidney 
region whatsoever. The one rather con- 
stant and foremostly significant symptom 
is blood in the urine. Given a history of in- 
jury by falling, collision, or other direct 
violence, with blood in the urine, the pos- 
sibility, or preferably the probability, of 
rupture of the kidney must be kept upper- 
most in mind until careful observation 
proves otherwise. It is at this point that 
the judicious evaluation of the symptoms 
and physical findings is of the utmost im- 
portance. 

Hematuria, while a rather constant pri- 
mary symptom may, and often does, cease 
within a few hours. Hematuria often has 
no direct relation to the severity of the 
lesion as the ruptured cortex may be in- 
volved in violent bleeding without any 
direct connection with the renal pelvis. In 
such instances hematuria is an inconstant 
symptom. In fact, in most cases the hema- 
turia is very likely a matter of intense 
peri-pelvic congestion rather than direct 
bleeding of a ruptured blood vessel empty- 
ing blood into the renal pelvis. 

PHYSICAL AND CLINICAL ASPECTS 

In most instances there is a history of 
direct violence to the kidney region. The 
patient complains of pain and tenderness 
over the kidney area. In cases where the 
break is small the patient may, if disin- 
clined to give in to his injury, continue 
with the undertaking at hand until bleed- 
ing occurs sufficient to produce shock. 
Where the injury is severe enough to cause 
immediate and profuse hemorrhage the pa- 
tient shows immediate signs of shock, 
particularly, when there is rupture of the 
peritoneum. 

Upon clinical observation rests the bur- 
den of the diagnosis. In every case of 
suspected renal injury the patient should 
be immediately hospitalized where careful 
clinical data may be obtained and con- 
stantly evaluated. Any progressive rigid- 
ity or bulging over the kidney area should 
be noted. A falling blood pressure and 
rising pulse rate should indicate to the 
surgeon the probability of increasing 
bleeding. 


| 
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As previously stated hematuria is a 
rather constant symptom. However, this 
may be absent. In certain instances the 
ureter may be ruptured, while in breaks 
confined to the cortex only, no blood may 
enter the renal pelvis. In either event 
hematuria is an unlikely symptom. 


With rest in bed the clinical picture may 
show a marked improvement. This mav 
foster a false sense of security as, even 
though bleeding may spontaneously cease, 
infection usually supervenes resulting in 
perinephritic abscess as occurred in two of 
my cases. A rising white blood count and 
septic temperature curve is indicative of 
infection. 

CYSTOSCOPIC DATA 

Generally speaking, cystoscopy, except 
to empty blood clots from the bladder, has 
very little usefulness in these cases. The 
introduction of the ureteral catheter to the 
suspected kidney is contraindicated unless 
immediate operation is contemplated. 
There is very little information to be gain- 
ed by its use. Where the break has not 
extended to the renal pelvis the pyelogram 
is normal. Such information is misleading 
as exemplified in one of my cases in which 
the kidney, at operation, appeared to have 
practically “exploded,” yet the pelvis was 
intact. Where the break involves the pel- 
vis, pyelography can only aggravate an 
already grave situation owing to the extra- 
vasation of the pyelographic media with 
the probability of extending the infection 
and perhaps provoking the recurrence of 
hemorrhage. 

To summarize the cystoscopic proposi- 
tion the diagnosis is dependent on clinical 
observation and physical findings to which 
the cystoscopic data adds little of value 
while increasing the hazard. When oper- 
ation is contemplated however, cysto- 
scopic data should be obtained relative to 
the opposite kidney, which is altogether a 
different proposition. 


MANAGEMENT 


The management in every instance is 
essentially surgical. Although it is true 
that in most cases of ruptured kidney, the 
patient will not bleed to death, this is not 
altogether the point in question. Provided 
the patient is not in acute shock, there is 
very little risk or inconvenience to the pa- 
tient in exposing the kidney. On the other 
hand, an unrecognized or disregarded 
hemorrhage always results in serious dam- 
age to the kidney, and in many instances, 
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complete destruction, owing to perirenal 
pressure and usually the subsequent de- 
velopment of infection and necrosis termi- 
nating in perinephritic abscess. In other 
words it is better, occasionally, to expose 
a kidney unnecessarily, than to have our 
hand forced later under unfavorable surgi- 
eal conditions. Finally, I feel that expos 
ure of the kidney is advisable in every case 
where the physical and clinical signs war- 
rent presumption that rupture of the kid- 
ney has occurred. In one of my cases how- 
ever, the patient a child age 5, made a 
good recovery without operation, a matter 
of good luck rather than good judgment. 


WHEN TO OPERATE AND WHAT TO DO 


As previously stated, I feel strongly 
that in every case where the diagnosis is 
at all probable, the kidney should be ex- 
posed. Frequently on exposure the condi- 
tion, which often is found to be of more 
serious import than suspected, can be 
judiciously handled. Bleeding may be con- 
trolled, the break repaired, or when ap- 
parently, there is no hope of salvaging the 
kidney, a nephrectomy may be done. Fur- 
thermore, in all cases adequate drainage 
can be established circumventing potential 
perinephritic infection. 

The surgeon often finds himself in the 
situation where it is difficult to decide as 
to when to operate. If the patient is fair- 
ly comfortable his consent is not always 
obtainable, while on the other hand, if in 
severe shock he is not a desirable surgical 
risk. Unless the patient is in severe shock 
the kidney should be exposed without de- 
lay. It is here that cystoscopic procedure 
comes into use. A ureteral catheter should 
be introduced to the opposite kidney, a 
functional test and roentgenogram made 
to determine whether or not the affected 
kidney may be safely removed if desir- 
able. 

Although I have not had the opportun- 
ity to make use of uroselectan in these 
cases, it would seem a most useful diag- 
nostic adjunct. Where severe shock ob- 
tains, effort should be made to tide over 
this period, as in ruptured ectopic preg- 
nancy, before operation is undertaken. 
However, should the clinical picture be in- 
dicative of progressive bleeding and shock, 
the kidney should be exposed without de- 
lay and the patient’s condition fortified 
meanwhile by intravenous saline stimu- 
lants or blood transfusion. 


What to do after exposing the kidney 

















often calls for the exercise of unusual 
judgment. Obviously, conditions encoun- 
tered are variable, and the surgeon must 
be able to decide on the spot what dis- 
position to make of the situation. In cases 
of moderate degree of rupture hemorrhage 
can be controlled, and the break repaired, 
leaving a useful kidney. Here again the 
advantage lies with early operation, Un- 
less the break involves branches of the 
renal artery any means of holding the 
parts involved in the break in apposition 
suffices to control bleeding. Experimental 
work has shown that the kidney may be 
widely incised, the parts put in apposition 
and bleeding controlled, followed by nor- 
mal healing without the aid of any sutur- 
ing whatsoever. However, I can see no 
disadvantage of matress sutures carefully 
placed and loosely tied to maintain the 
broken parts in apposition. 


The advantage of early exposure lies in 
the fact that healing is better promoted 
while the wound in the kidney is fresh. 
Furthermore unnecessary loss of blood is 
prevented and the hazard of infection 
largely eliminated by the use of drainage 
at this time. With this plan kidneys are 
saved which later would come to nephrec- 
tomy owing to necrosis incident to blood 
extravasation and infection. 


As previously mentioned, a survey based 
on cystoscopic data should be made of the 
opposite side, if at all possible, before op- 
eration. Information thus obtained is of- 
ten the key to the decision concerning 
what to do with the affected kidney at 
operation. 

CASE REPORTS 

Case 1. M. J., male, age 19, while engaged in 
playing foot ball, was injured, October 16th, 1925, 
by a kick over the kidney region. Although 
in considerable pain he continued to play and 
finished the game. During the next few hours 
this patient complained of increasing distress in 
the left kidney region, showed considerable symp- 
toms of shock with rapid pulse rate. There was 
abundant blood in the urine. The following day 
he had recovered from symptoms of shock but 
continued to pass blood with the urine and com- 
plained of dull pain in the left kidney region. On 
the eighth day following his injury he was brought 
into the hospital and the writer called in con- 
sultation. 


Examination at that time disclosed considerable 
swelling in the left kidney region with induration, 
rigidity, and extreme tenderness. The temper- 
ature was 102.6, pulse 100. The white blood 
count was 18,000, red blood count 4,200,000. The 
urine was normal. 

A diagnosis of perinephritic abscess was made 
with possible rupture of the kidney. Cystoscopic 
data from the opposite side was normal, 
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Operation: On exposure, the left kidney was 
found to be imbedded in a mass of disintegrated 
blood clot with considerable pus formation. After 
this was cleared away a distinct break extending 
transversely across the cortex near the upper 
pole of the kidney could be seen. The edges of 
the wound were slightly necrotic but normal 
healing was apparently underway. The peri- 
renal debris was carefully cleared away and the 
wound closed with drainage. No urine drained 
from the wound, and although, there remained a 
pus draining sinus for several weeks, the patient 
made an uneventful recovery. 


Interest attaches to this case in that, although, 
with a severely wounded and bleeding kidney, this 
patient had been able to continue with the strenu- 
ous exertion of a foot ball game. His bleeding 
subsided, but a perinephritic abscess developed 
which, had drainage not been established, would 
very likely have resulted in destruction of the 
kidney owing to the open wound in the cortex. 


Case 2. Male child, age 5, while riding a 
tricycle, May 26th, 1927, fell, striking on his left 
back against the edge of a concrete curbing. He 
complained of internal pain over the left kidney 
region and was immediately brought into the 
hospital in a condition of shock and passing blood 
in his urine. Cystoscopic examination disclosed 
blood escaping from the left ureter, and clear 
urine from the right. No attempt was made to 
pass a ureteral catheter. A diagnosis of rupture 
of the kndney was made and operation advised 
which was refused by the parents. The following 
day his condition was slightly improved. He 
continued to complain of pain over the left kidney 
region, but less severe in character. The area 
over the kidney was discolored, very tender and 
slightly swollen. During the following ten days 
patient continued to pass blood in the urine inter- 
mittently. There was slight rise of temperature 
and the white blood count rose to 15,000. His 
red count fell from 4,800,000 to 4,300,000. From 
this time on he made a slow but steady recovery, 
uneventful except a slight daily rise of temper- 
ature and the passing of a few blood clots with 
the urine. 


The interesting feature concerning this case is, 
that with all the clinical manifestations of rup- 
ture of the kidney this child made a good re- 
covery without operation, owing no doubt more 
to good luck rather than good management. 


Case 3. Male, age 46, meat cutter by trade. 
This man, while lifting a heavy quarter of beef, 
slipped and fell in a sitting position while still 
holding the beef. He immediately complained of 
pain in his back, felt weak and ill, was taken 
home and remained in bed under the care of his 
family physician. For several days he passed 
blood in the urine. On the fourth day following 
his injury he was sufficiently recovered to return 
to his work. He continued however, to complain 
of pain and tenderness over the right kidney 
region extending downward and forward. This 
condition became more aggravated and on the 
third day after returning to work he again took 
to his bed. On September 10th, 1928, three weeks 
following his injury he entered the hospital. 


Examination disclosed swelling and tenderness 
over the right kidney region and the lower right 
abdominal quadrant. More pronounced in the 
latter area. Temperature 102.8. White blood 
count 24,000. There was considerable pus in the 











urine. This patient appearing critically ill. A 
diagnosis of perinephritic and psoas abscess was 
made. 


Operation: An incision was made through the 
outer border of the right rectus, the peritoneum 
pushed up and a large amount of pus liberated. 
As the patient’s condition was very poor the kid 
ney was not exposed as it was thought that suffi- 
cient drainage had been established to care for 
the perirenal abscess, presuming that the pus 
liberated through the abdominal incision had de:- 
scended along the psoas from above. His condi- 
tion improved but his white blood count remain- 
ed around 20,000 with a septic temperature 
curve. At this time cystoscopic data from the 
opposite side was normal. On the third day fol- 
lowing the first operation the right kidney was 
exposed and a large amount of pus and fibrinous 
material was evacuated. On examination of the 
kidney it was noted that a large rectangular 
break had occurred involving the cortex trans- 
versely on the ventral aspect near the lower pole 
and extending downward to the tip of the kidney. 
As the patient’s condition was very poor, no at- 
tempt was made to remove the kidney. The necro- 
tic tissue and debris was removed and the wound 
in the loin closed with drainage. This patient 
drained urine through the loin wound for a period 
of about ten days. Convalescence was otherwise 
uneventful. 


Interest attaches to this case in the autonomic 
control of the hemorrhage and that this patient 
was able to resume his work within a few days 
notwithstanding the seriousness of his injury. 


Case 4. A male, age 38, while driving his 
automobile September 28th, 1930, collided head-on 
with another car. He was thrown through the 
door on the driver’s side. He thinks a large cake 
of ice, which was on the back seat of his car, 
struck the back of his seat throwing him through 
the door. He was brought into the hospital. 


Examination disclosed numerous bruises and 
contusions but no broken bones could be detected. 
He complained of pain and extreme tenderness 
over the left kidney region. He was in shock. 
Pulse 100, weak, temperature 97F., and passing 
blood in the urine. There was slight bulging and 
extreme tenderness over the left kidney. 
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FIGURE 1, CASE 4 

Kidney removed, note shattered condition of 
cortex. Pelvis and calices intact 

A diagnosis of ruptured kidney was made and 
operation advised as soon as he recovered suffi- 
ciently from his symptoms of shock. The day 
following he was considerably improved. On the 
insistance of another consultant a pyelogram was 
made, on the left side, which showed a perfectly 
normal outline. During the next two days he 
continued to improve. The urine became clear. 
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At this time a functional test was made of the 
opposite kidney which returned normal output 
of phenolphthalein. On the fourth day following 
his injury he again began to pass blood in the 
urine in larger quantities than previously. He com- 
plained of distress on passing rather large clots 
from the bladder. His temperature rose to 103, 
white blood count 19,000, red blood count 3,900,- 
000. At this time the writer insisted on oper- 
ation. 











FIGURE 2, CASE 4 
Pyelogram of ruptured kidney. Shown in Figure 
1 Normal outline pelvis and calices. 


Operation: On October 4th, 1930, the left kidney 
was exposed and a large amount of disintegrating 
blood clot removed. On inspection the appearance 
of the kidney gave the impression of an exploded 
shell. There was a section in the mid-portion, 
on the dorsal aspect, about 6 centimeters in di- 
ameter that was completely detached from the 
kidney. In addition to this, there was a break ex- 
tending longitudinally upward involving the up- 
per pole, and transverse break clear across the 
lower pole. It seemed astounding that so much 
damage could have occurred to this kidney and 
bleeding automatically cease. As _ considerable 
necrosis had occurred it seemed advisable to re- 
move the kidney. 


Convalescence was slow but uneventful, except 
distress on emptying the bladder, until the large 
amount of clotted blood was washed out. 


Interest attaches to this case first, in that with 
such marked injury to the kidney, a normal pye- 
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logram was obtained. This can be explained only 
on the ground that the line of the breaks in this 
kidney skirted around the pelvis and major cal- 
ices. Second, that autonomic hemostasis should 
supervene in the face of such extensive breaking 
up of the kidney cortex. Early operation in this 
case, would not have saved the kidney but, would 
have spared the patient considerable loss of blood 
with a much shorter convalescence. 


CONCLUSIONS 


1. Traumatic rupture of the kidney is 
always a serious condition in which the 
clinical picture is not always represent- 
ative of the gravity of the injury. 


2. The diagnosis is primarily the out- 
standing problem, and is dependent on 
clinical and physical factors alone. 


3. Cystoscopic investigation of the sus- 
pected kidney is contraindicated, as _ in- 
formation from this source is unreliable, 
and usually aggravates the condition. 


4. Management is always surgical and 
the kidney should be exposed in all in- 
stances when there is reasonable evidence 
to suspect rupture. 


505 Professional Building 


DISCUSSION: Dr. Bransford Lewis: St. 


Louis, Mo. 


I have not much to say on this subject 
excepting to compliment Dr. Smith for 
his sound judgment in the description of 
the requirements. I think that these are 
the particular requirements; good judg- 
ment, conservation, and the nerve to do 
something. I believe in these cases that the 
disgnosis is obscure, the situation renders 
it such. If we have bleeding outside from 
a ruptured kidney, we do not get very pro 
nounced physical findings. It is like it is 
in perinephritic abscess. This condition is 
very difficult to diagnose. It is insidious 
and we have few things to guide us. That 
very fact and taking into consideration the 
potentialities of disaster that may follow, 
leads me to the belief that there is greater 
danger in waiting on these cases than in 
operating or opening them up and deter- 
mining the question of whether there is 
rupture and bleeding. We may have bleed 
ing which will go to a very dangerous ex- 
tent while we are waiting for a blood count 
from the laboratory. If we do not have an 
early disaster, we will probably meet with 
an infection and breaking down of blood 
clot which requires opening at a later date. 
I think the better judgment is to get the 
patient over the immediate shock and get 
him in condition, and then without an en- 

















tirely satisfactory proof of the subject, 
open up and determine the question. 


We from Missouri have to be shown. 
“Show us, and let us see what the situ- 
ation is in there.” That is the conservative 
action. We cannot recognize the condition 
until we get in there and see. One could go 
on and discuss a lot of detailed questions, 
differential diagnosis, etc., but I am going 
to close. 





DISCUSSION: Dr. W. J. Wallace, Oklahoma 

City: 

There is nothing that I have to say only 
that I am glad to have heard this paper 
as it gives us a little more courage and 
confidence in being able to guide our ad- 
vice. It requires a good deal of nerve 
when a person passes a little blood follow- 
ing a blow, to advise an exploratory op- 
eration. Of course we meet with objection 
on the part of the family and friends, but 
we should not wait too long. It is not al- 
ways the size of the blow that will produce 
this condition. Sometimes a small or light 
blow will produce a fracture, or trauma of 
the cortex of the kidney. It depends on the 
position that the patient is in, when he re- 
ceives the blow, just how serious the in- 
jury will be. All of us have had cases, 
where in trauma, there would be some 
blood passed and fortunately after rest 
and observation this condition would clear 
up; but where we have shock, and pros- 
tration as described in the paper by Dr. 
Smith, I think the correct thing to do is to 
explore, 





Dr. Clinton K. Smith: Closing Discussion: 


I wished to present this paper to the 
general practitioner as it is he who pri- 
marily sees these cases rather than the 
urologist or surgeon. 


I do not believe that every case is going 
to bleed to death or terminate in disaster. 
However we must keep constantly in mind 
the potential seriousness in these cases 
and act without delay. Of foremost im- 
portance is the recognition of the condi- 
tion. Finally, I feel that once we are 
satisfied of the condition and advise oper- 
ation that we should either be permitted to 
operate or let some one else assume the re- 
sponsibility in the case. 
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SOLITARY CYST OF THE KIDNEY 
WITH CALCIFICATION—A 
CASE REPORT* 


J. M. ByruM, M.D. 
SHAWNEE 





During my twenty-five years experience 
in doing a limited amount of surgery, | 
have not before seen a solitary cyst of the 
kidney. Dr. Herman L. Kretschmer of 
Chicago, reported five cases in the Journal 
of the American Medical Association in 
July, 1930, three of which were correctly 
diagnosed only at time of operation, not- 
withstanding thorough physical, labora- 
tory and X-ray examinations had been 
made. The other two cases were reported 
from routine autopsy findings. His review 
of the literature on the subject located one 
hundred forty-five other similar cases 
which with his five made a total of one 
hundred fifty reported at this time. 


This seeming rarity prompted me to 
report my case. Furthermore, when I be- 
gan to seek for literature on calcification 
of such cysts, | was more bewildered than 
ever, since Kretschmer did not mention 
calcification in his review. It is probable, 
therefore, that calcification and calculi are 
of very rare occurrence, indeed. 


It is fortunate for the rural student lo- 
cated far from medical library centers, 
that the system of organized research has 
become operative in a commercial way for 
our own convenience in assembling infor- 
mation. Appeal was therefore made to 
Dean Lewis’ publishers, W. F. Prior & Co., 
who very graciously provided a record of 
three cases of solitary calcified cyst of the 
kidney. One of these was reported by Dr. 
W. W. Townsend of Burlington, Vermont, 
in 1923; one by Dr. J. T. Case, Battle 
Creek, Michigan, reported before the Chi- 
cago Roentgen Society, March 13, 1914; 
and one by J. C. Ainsworth-Davis of the 
urological department of the Royal Water- 
loo Hospital. 


In my discussion of the information 
gained in my study of this case, I feel that 
it will unnecessarily burden you to attempt 
a complete review of all literature on the 
subject and to give minute credit to each 
author where it justly belongs. Rather I 
shall content myself with only a brief sum- 
mary of the more material points of in- 
terest as they appeal to me. 

*Read before the Oklahoma State Medical Associ- 


ation Annual Meeting, Surgical Section, Oklahoma 
City, May 12, 1931. 
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There is no unity of opinion as to the 
origin of such solitary cysts. Caulk, in 
1912, after an exhaustive study of avai!- 
able cases came to the firm conclusion 
that these cysts were not all congenital as 
at first thought, but that a great majority 
belong to the class of retention cysts. It 
seems to me that W. J. Carson gave the 
most acceptable summary of causation in 
a paper published in the Annals of Surg- 
ery in 1928, as follows: (1) Cysts due to 
embryonic rests; (2) Cysts due to a fail- 
ure of union between glomeruli and the 
connecting tubules; and (3) other reten- 
tion cysts due to constriction of tubules 
by fibrous tissue the result of a localized 
inflammatory process, or to a blocking of 
the glomeruli or tubules by any degener- 
ative or pathological changes favored pos- 
sibly by small hemorrhage. 


The development period of these cysts, 
like other forms of retention cysts, prob- 
ably extends over a period of many years 
without any specific symptoms that would 
surely lead to a correct pre-operative diag- 
nosis. Likewise the calcification of a soli- 
tary cyst is likely also a slow and obscure 
process, probably dependant upon other 
pathology than that of the origin of the 
cyst itself. 

Nothing concerning calcification per se 
has been said in the literature, in so far as 
I can determine and your deductions and 
suggestions will be welcome in the dis- 
cussion in my case. 


The calcification has taken on different 
forms, simple calculi varying greatly in 
size, being more often reported. Dr. Kret. 
scimer did not discuss calcification in his 
paper. Dr. Case’s report to the Chicago 
Roentgen Society, like mine, showed a thin 
shell filled with fluid, the shell being about 
as thick as that of a goose egg. The cal- 
culus in the case from the Royal Waterloo 
Hospital was found in the pelvis of the 
kidney and seemed independent of the cyst 
itself. The cyst was not calcified. 

MY CASE REPORT 

Mrs. L., was brought to the Shawnee 
Hospital, January 18, 1931, because of an 
acute exacerbation of cholecystitis with gall 
stones. About six weeks ago, she had a 


severe gall stone colic lasting several days, 
during which time she became very jaun- 
diced. After twelve or fifteen days, this 
jaundice gradually subsided and she was 
in very good general condition except a 
fullness and soreness in the right upper 
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quadrant. Two days ago, the colic return- 
ed and she came in for operation before 
she again became jaundiced. 


Her past history was negative except 
that she has been the mother of nine 
healthy children, the youngest fifteen. Her 
labors were always uncomplicated. During 
the past seven or eight years she has had 
several attacks of gall stone colic but never 
before had she been jaundiced, and she 
had been told she had chronic appendicitis, 
but she always associated this pain with 
the gall bladder and kidney. 


About thirty or more years ago, she re- 
calls having some trouble with her right 
kidney which was diagnosed as pyelitis 
and calculi. She had recurring attacks for 
about five years. For the past twenty 
years she has noticed a movable mass in 
the lower segment of the right upper quad- 
rant. It has never been painful or tender. 
She was told it was a floating kidney. 


Our examination showed a well pre- 
served rather corpulent woman of 59 
years of age. The skin looked somewhat 
dehydrated and jaundice showing plainly 
in the sclerae. All the laboratory and phy- 
sical findings were positive for chole- 
cystitis, the ovoid mass seeming as large 
as a pear. The urine was normal except 
for the bile pigment and a moderate num- 
ber of pus cells. In addition to the gall 
bladder findings, there was a movable 
non-tender tumor the size of a grape fruit 
in the right abdomen about midway be- 
tween the umbilicus and the right renal 
region. The mobility was not as extensive 
as some floating kidneys I have seen but 
I accepted it as a floating kidney and of 
no consequence in her present disability, 
since the gall bladder was rather urgent. 
She understood that the operation for the 
kidney would or could be done at another 
time if it became necessary. 

She was operated, January 19th, under 
combined local and ether anesthesia 
through a high right rectus incision. A 
very large empyemic gall bladder with a 
single large stone was examined and pack- 
ed off for the present. A chronic appendix 
with many adhesions was removed. 

The kidney tumor became very promi- 
nent in the field and looked like a very 
large cyst filled with clear fluid and many 
calculi. The kidney itself was greatly dis- 
torted by the cyst and appeared to be a 
non-functioning organ. We changed our 
plan since it seemed feasible to do the 
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kidney at this time. The peritoneal cover- 
ing was divided and the cyst punctured. 
What had appeared to be calculi was an 
egg-shell like calcification of the lining of 
the cyst and this egg-shell broke into many 
pieces but still adhered to the cyst lining. 
Attempt was made to separate the cyst 
from the kidney structures but the hemor- 
rhage was too great and a nephrectomy 
was done. A small wick was placed in the 
space and the peritoneum closed about it. 
We then returned to the gall bladder do- 
ing a cholecystotomy only. The laboratory 
report showed the remaining part of the 
kidney was in function and that there was 
a pyelitis present in the distorted pelvis. 

She came out of the operation without 
shock. The pus cells immediately disap- 
peared from the urine and kidney func- 
tion was soon normal. She had an unevent- 
ful convalescence and is now in unusual 
geod health. 


Discussion: Dr, A. L. Blesh, Oklahoma 

City: 

Cystic kidneys are interesting from the 
standpoint of the so-called polycystic kid- 
neys, the condition being usually congeni- 
tal. This is not so true in the solitary cyst 
of the kidney, as this condition is more 
often acquired. The solitary cyst is usu- 
ally unilateral, and the polycystic kidney 
is always bilateral. We have had several 
of the polycystic types. This condition is 
usually demonstrable before operation and 
I might say that all of our cases have been 
diagnosed as polycystic kidneys. When we 
have had no renal workout on the patient. 
do find a cystic kidney on one side and 
the patient is on the operating table. 
it makes us feel somewhat nervous. We 
can as a rule tell whether the kidney is 
out of commission. The margin and 
threshhold in these cases are narrow. 


DISCUSSION: Dr. John Z. Mraz, Oklahoma 

City: 

I wish to report a case which is extreme- 
ly rare. However it is not one that con- 
tained any calcification. The patient came 
to the Oklahoma City Clinic and we saw 
the patient first with Dr. W. J. Wallace, 
and the physical findings all seemed to 
point to a gall bladder condition rather 
than a kidney lesion. There were no kid- 
ney symptoms whatever. The patient came 
to us for operation and the findings con- 
sisted of a mass which was painless, fair- 
ly movable in the right abdomen which 
could be traced up under the ribs, could 


| 
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not be displaced up into the kidney fossa. 
We thought it was a large gall bladder, 
and Dr. A. L. Blesh, operated the case. 
We found a retroperitoneal mass which 
was a large solitary cyst of the right kid- 
ney. The patient made a good recovery. 
The urine was negative in this case, and 
I think the interesting part of these cases, 
is the question of diagnosis. As a general 
thing if we suspect a kidney condition, a 
urinary workout including a pyelogram 
will usually at least, give us the clue to a 
kidney tumor. I see by literature, that 
some men have practiced removing the 
cyst and doing a partial resection, saving 
a part of the kidney. This may be attempt- 
ed when the cyst is limited to one pole of 
the kidney. 


Dr. J. M. Byrum: Closing Discussion: 

Mayos are doing a partial resection and 
have reported a number of cases in 1928, 
in which they did partial resection. Their 
mortality rate was rather high. The poly- 
cystic kidney is prenatal in origin. Cysts 
such as I described in my paper seem to 
come on in later life. 


ra’ 
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VIRGINIA’S GOVERNOR AND THE 
PUBLIC HEALTH 








Immediately following the death of Dr. Ennion 
G. Williams, who was the first and only state 
health commissioner of Virginia and who served 
continuously from July, 1907, until the time of 
his death, June 6, 1931, Governor John Garland 
Pollard of that state, with the unanimous recom- 
mendation of the state board of health, requested 
the United States Public Health Service to detail 
Dr. Warren Fales Draper to serve as state health 
commissioner until a permanent successor is 
selected. Governor Pollard deserves for this un- 
usual action the congratulations and commenda- 
tion of every physician and public health official 
in this country. He has recognized the truth of 
the statement made by Disraeli that the preser- 
vation of the public health is the first duty of 
the state. He has risen above political consider- 
ations, in taking this action solely to insure the 
continuity of properly qualified public health 
leadership in Virginia. Those who know the dif- 
ficulty of securing public health officials in this 
country at the meager salaries offered and with 
the lack of any guarantee of continuity of service 
will the better appreciate the significance of the 
action taken in Virginia. Apparently, the state 
board of health and the governor realized that 
time will be required to secure a permanent health 
officer with the proper public health and educa- 
tional qualifications. It is also significant that 
the governor of Virginia was supported by lead- 
ers both in the practice of medicine and in the 
field of public health. The press of the state has 
been enthusiastic in its endorsement. The gov- 
ernors of other states, the mayors of cities, and 
county boards employing full time health officials 
may well be inspired by this action—Jour. A. M. 
A., Aug. 1, 1931. 
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EDITORIAL 


ANESTHESIA, PROBLEMS AS TO 
CHOICE 





Considering the unanimity of opinion as 
to many medical and surgical procedures, 
it is remarkable, to have to note the vari- 
ous opinions as to the type of anesthetic 
to be used in the ordinary case. It goes 
without saying that any operation, as well 
as any type of anesthetic, is extremely 
dangerous in some cases, fortunately they 
are rareties. It should not be forgotten 
either that sudden deaths or deaths short- 
ly after operations, often charged to the 
type of anesthetic used, are so charged 





merely because an anesthetic was used, 
overlooking the fact that there are other 
factors, possibly not even discoverable at 
autopsy, which may have been solely re- 
sponsible, rather than the anesthetic. 


Looking back over many years, recalling 
the carelessness, lack of preliminary 
laboratory and other examinations, and 
general disregard given the most impor- 
tant aspect of the entire procedure—that 
is, a close preliminary check-up to discover, 
if possible, latent idiosyncrasies and de- 
fects in the patient, which obviously ren- 
der him a poor surgical] (that is anesthe- 
tic) risk, chloroform has had a long and 
honorable career. It is certain in some 
type of patient that chloroform is less 
given to days of mean after-effects, nau- 
sea, etc. In this connection it is a scientific 
curiosity, at least, to hear that the oper- 
ation of simple rib resection for empyema, 
not so long ago performed upon the King 
of England, was performed under chloro- 
form anesthesia. Had that happened, even 
at the hands of a raw intern in any hos- 
pital in the United States, that intern 
would instantly and from then on had a 
very hard time of it. But culling the pages 
of experience from more than a quarter of 
a century of the past, the writer cannot 
recall a single fatality due to chloroform. 
And for years, in the beginning of my pro- 
fessional work, chloroform, was the only 
anesthetic thought of, the next improve- 
ment over that being cocaine as a local 
anesthetic. However, please do not mis- 
understand this to be a brief favoring a 
return to chloroform. Ether has had coin- 
ed for itself the slogan “Fool-proof an- 
esthetic,” and it seems to be so until one 
suddenly encounters severe collapse of the 
lung immediately or shortly after its use, 
upon which one looks askance at ether, re- 
solves to hereafter stick to local or intra- 
spinal means, only to have the same thing 
occur. For this reason Yandell Henderson 
proposes the use of, not only after ether, 
but after all operations, inhalations of 
from 7% to 10% carbon dioxide. This is 
probably all good and well, but, so far, no 
one has offered a particular panacea pre- 
ventive of cripplement of the liver to a 
more or less degree, nor to the prevention 
of severe tracheitis, bronchitis and some- 
times pneumonia, unless the Henderson 
procedure will tend to lessen and eliminate 
them. With these situations in mind one 
naturally turns to local and intraspinal 
means as evasive of the troubles. But, in- 


stantly, these, along with sodium _gmxtal 
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and evertin, rouse a greater number of 
critics than ever. After probably using 
novocain locally in several thousand cases, 
I can only recall one case with a reaction, 
which was probably (may have been) due 
to novocain toxicity, if there is such a 
thing as toxicity from the use of that drug. 
The reaction was severe, maintainence of 
circulation was difficult, the pulse fluctu- 
ating from weak to very poor for nearly 
three days. Probably intravenous saline 
therapy helped him through the trouble, 
more than any other of the many agencies 
suggested and used. As to intraspinal an- 
esthesia, so far it has shown 100% per- 
fection. Of several hundreds of cases not 
one has caused any particular alarm to 
myself or several associated operators. 
However, knowing and recalling the so- 
called “perfections” of the past in this as 
well as other medical and surgical mat- 
ters, I cannot help but wonder when a 
fatality, or near one, will occur. 


C. Schroeder’ places mortality from 
ether (Gauss Clinic, Wurzburg,) at 1 in 
5112 cases: from “narcylin” (ethylene) 
at 1 in 4200, but states if three deaths due 
to explosions are deducted, the death rate 
would be only one in nine thousand ; form- 
idable showing for that type of anesthetic. 
He places the rate from spinal analgesia 
as one in 550, higher than my own person- 
al experience, and, strange to say, one in 
1150 from sacral anesthesia—this latter 
almost unbelievable as a cause of death in 
any manner, if proper technique is follow- 
ed. Evarts A. Graham’ flatly states that 
“evertin is a dangerous anesthetic sub- 
stance. Because of its similarity in chemi- 
cal structure to chloroform, it will prob- 
ably be found to produce the same sort of 
late toxic effects in the liver, and other 
organs.” G. Babini' in one thousand cases 
of spinal analgesia had one death in a 
very poor risk for any type of anesthesia. 
Lundy’ reports one thousand cases in man 
and animals, where sodium amytal intra- 
venously was used, without stating his 
mortality rate, if any, and concludes it is 
freer from the severe postoperative com- 
plications than other types, but admits it 
demands closer postoperative care of the 
patient for a short time than others. 


So far as the writer is concerned, of all 
anesthetic, local (novocain) and intra- 
spinal, either used as novocain crystals or 
in the form of “spinocain,” calls for less 
observation, less nursing and is followed 





by fewer complications than any of the 
other types in use today. 
1. The Year Book, Chicago, 1930. 


—— 


AN AID IN TIME OF TROUBLE 

For years the writer has noted the 
meagre, or entirely absent, but highly ne- 
cessary case-record or report. I have noted 
that the busier or more competent and suc- 
cessful men take time to take the neces- 
sary notes, which, when accumulated in 
proper order, make up a record which may 
become of great value in the future, in 
that given case. Certainly, a physician 
called into court, or asked for the previous 
record up to date by consultants, must 
feel some chagrin and sense of lapse of 
duty, when he must admit that he took 
no written history or record, and that all 
he can discuss with reference to a case is 
solely from memory. Having few or many 
cases, the physician would do well, and 
certainly always prepared, as far as pos- 
sible, were he to follow the suggestions of 
the American College of Surgeons with 
reference to the “Minimum Parts of a 
Case Record,” which consist of the follow- 
ing sub-divisions: 





Identification data. 

Complaint. 

Present illness. 

Past history. 

Family history. 

Physical examination. 

Special examinations (if any neces- 
sary). 

Provisional diagnosis. 

Treatment, medical or surgical. 

Pathologist’s Report. 

Final Diagnosis. 

Progress notes. 

Condition on discharge. 

Follow-up records, if obtainable, and, 
finally, autopsy findings, if such are ob- 
tainable. 


In this connection the writer would add 
one suggestion, not only born of his long 
personal experiences, but greatly bolster- 
ed by certain facts and happenings con- 
nected with various suits alleging mal- 
practice, and that suggestion is this: 


In every case where a certain line of 
treatment is advised, where certain X-ray 
or laboratory examinations are requested, 
but refused or denied for various, or no 
reason at all, the attendant should place 
these demands as, in his opinion, neces- 





370 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATIO™’ | 


sities, in writing, in triplicate, sign and 
hand one to the patient or next responsible 
person, adding the duplicates to the history 
already obtained. These may become very 
potent aids in time of future, and, as a 
rule, unexpected and unwarranted attack. 
As a rule, when operation is advised, but 
refused, the person refusing should be 
held accountable for possible future bad 
results. 


rat 
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DANGERS OF “ANTI-FREEZE” 
MIXTURES 





Repeatedly, in thousands of sheets of 
propaganda, the dangers of wood alcohol, 
in any and all forms, insofar as it may be 
used for beverage purposes, have been 
pointed out in warnings from organiza- 
tions and nationally known authorities. 
However, lately, one form, and not cover- 
ed or controlled by either local or state 
laws or regulation, has been placed on the 
market with all the attendant dangers of 
wood alcohol, and which carries the added 
danger that it is not detectible by the ob- 
jectionable odors of ordinary wood alco- 
hol; this preparation is methanol or wood 
alcohol methanol. Its great danger lies in 
the fact that it vaporizes at a lower tem- 
perature than the water in which it is 
placed. Aside from the obvious dangers in- 
cident to its illegitimate use as a beverage 
to take the place of grain alcohol it is ex- 
tremely dangerous through inhalation of 
fumes, thus adding to the ever present dan- 
gers of inhalation of exhaust gasses from 
running motors in tightly closed garages. 
It produces death or blindness through in- 
halation toxic effects by absorption 
through the skin, and is an accumulative 
poison, for which there is no known anti- 
dote. 

At this season of the year it seems time- 
ly to call attention of Oklahomans to this, 
another danger of existence in a modern 
age. 


> 
_ 








Editorial Notes — Personal and General 











DR. CLAUDE A. THOMPSON, Muskogee, has 
been confined to his bed on account of illness. 





NOWATA AND WASHINGTON County Medi- 
cal Societies met, October 12th, at Bartlesville. 





DR. WALTER HARDY, Ardmore, attended the 
clinical congress of the American College of Surg- 
eons in New York, in October. 





SEMINOLE COUNTY MEDICAL SOCIETY 
held its regular session October 15th at Seminole. 
Dr. Ray M. Balyeat, Oklahoma City, was the prin- 
cipal speaker of the evening. 





LINCOLN COUNTY MEDICAL SOCIETY met 
October 7th at Chandler. Doctors Horace Reed 
and L. J. Moorman, Oklahoma City were the prin- 
cipal speakers of the evening. 





DR. J. E. CHILDERS, Tipton, Oklahoma, ad- 
vises that he has been victimized by a confidence 
man, and that the man is working the various 
parts of the South, as far east as Georgia. His 
practice is to obtain treatment from a physician, 
giving a bogus check for more than the bill calls 
for, receiving the balance in cash from the phy- 
sician, and then disappearing. The man is ap- 
parently familiar with people in Milledgeville, 
Georgia, as various inquiries from different phy- 
sicians have come to that place about him. His 
description is: about 60 years of age, gray hair, 
clean shaven, height about five feet ten or eleven, 
weight about 190 pounds, and walks with a slight 
limp, because of a callus on the sole of his foot, 
for which he secures relief. At times he victim- 
izes the doctor outright, by inducing him to cash 
a bogus check. 


o 


THE AMERICAN COLLEGE OF PHYSICIANS 








The Sixteenth Annual Clinical Session of the 
American College of Physicians will be held in 
San Francisco, California, April 4-8, 1932. The 
headquarters in San Francisco will be the Palace 
Hotel, where the general scientific sessions, regis- 
tration, and exhibits will he held. Clinics will be 
conducted in various hospitals and institutions in 
San Francisco and near-by communities. 


Dr. S. Marx White, Minneapolis, President of 
the College, has in charge the selection of speak- 
ers and subjects on the general program, while 
Dr. William J. Kerr, San Francisco, Professor of 
Medicine at the University of California Medical 
School, is the General Chairman of the Session, 
and is responsible for all local arrangements, in 
addition to the arrangement of programs and 
demonsirations. Following the San _ Francisco 
Session a post-convention tour will be conducted 
through Yosemite Valley, Southern California, 
(with two days in Los Angeles) and the Grand 
Canyon of Arizona. 


The attention of the secretaries of various so- 
cieties is called to the above dates, in the hope 
that their societies will select non-conflicting 
dates for their 1932 meetings. 


© 
0 








DR. ALFRED GRIFFITH 





Saturday morning about 2 o’clock, one of 
the grandest old men of the medical pro- 
fession of Oklahoma passed away at the 
home of his daughter, Mrs. J. E. Johnson 
of McAlester. Dr. Griffith served as a 
medical cadet during the Civil War and was 
one of the three surviving members of the 
G. A. R. in Pittsburg County. In 1866, he 
graduated from the University of Maryland. 
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He was commissioned as Assistant Surgeon 
in the United States Navy by Andrew John- 
son in 1867, and served in this capacity for 
10 years. Fifty years ago he came to In- 
dian Territory and since 1892, has been 2 
resident of McAlester. Dr. Griffith was a 
member of the Choctaw Board of Medical 
Examiners for many years. He was a mem- 
ber of All Saints Episcopal Church, having 
been a senior member of the vestry for 
many years. He was a past master of 
South McAlester No. 96 A. F. & A. M., 33rd 
degree Scottish Rite Mason, and many 
years served as secretary of the Blue Lodge. 


In his passing the medical profession of 
this state loses one of the most gentle, 
sincere and devoted members of the pro- 
fession. 


He was born March 27th, 1844, in Mary- 
land, and died October 10th, 1931. 
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DERMATOLOGY AND 
SYPHILOLOGY 


Edited by James Stevenson, M.D 
615 Medical Arts Building, Tulsa 














The Prophylaxis of Ringworm of the Feet. Os- 
borne, E. D., and Hitchcock, Blanche S. Journ. 
A. M. A. 97:453 (Aug. 15, 1931). 


This condition has become increasingly common 
due to the popularity of sports requiring common 
shower baths, and dressing rooms, The fungi 
causing the disease are readily killed in test-tube 
experiments by a number of common antiseptics, 
but in treating afflicted human subjects in whom 
the fungi are present deep in the stratum corneum, 
these same antiseptics are relatively inefficient 
due to the impenetrability of the horny layer of 
the skin. The authors, in test-tube experiments 
found sodium hypochlorite to be fungicidal in 5 
per cent aqueous solution. Because of its cheap- 
ness, its failure to irritate or stain the skin, they 
suggest its use as a prophylactic measure. The 
method of having pupils in the Buffalo High 
schools immerse their feet in this solution, is 
illustrated in the article. The authors state that 
a marked drop in the incidence of the disease has 
been noted in Buffalo since prophylaxis has been 
practiced. . 


The Antisyphilitic Action of the Malarial Para- 
site in Other than Central Nervous System 
Syphilis. Dennie, C. C., Gilkey, H. M. and Pak- 
ula, S. F., Am. Journ. of Syph., 15.320 (July, 
1931). 


The authors comment on the excellent results 
obtained in treating paresis by malarial inocula- 
tion, and commenced their work with the belief 
that the malarial parasite should also have a 
curative effect upon syphilitic processes in the 
bone, skin, eye, and vascular system. In explain- 
ing the mechanism of malarial therapy they dis- 
agree with those who believe that hyperpyrexia 
should be given the credit for the beneficial re- 
sults. They believe with Bahr and Breutsch that 


stimulation of the reticulo-endothelial system is 
produced by malarial treatment, that many pha- 
gocytic cells are formed, which destroy not only 
malarial organisms, but spirocheta pallida as well 
and that the elevation of temperature is only an 
activating factor. 

Several case reports, accompanied by excellent 
photographs, are given, in which malarial therapy 
was used. The authors summarize their results 
as follows: 

In early acute interstitial keratitis malarial 
therapy caused rapid disappearance of subjective 
symptoms and rapid clearing of the corneal hazi- 
ness. 


In hyperplastic bone syphilis the superimposed 
bone disappeared quickly. In cases of periarticu 
lar infiltration of the knee joint the hyperplastic 
tissue disappeared and function restored. 

In resistant malignant skin syphilis in which 
all other methods had failed, recovery ensued, al- 
though in two cases a slow recurrence of the skin 
manifestations appeared a few weeks after treat- 
ment. 


The authors do not believe malaria cures 
syphilis, but that it raises the natural immunity 
forces of the body against the disease, and that 
therefore it should be used in all cases of re- 
fractory syphilis whether they are affected with 
the somatic or central nervous system type of the 
disease or not. 

Tryparsamide Therapy. Lichtenstein, J. V. Arch. 
Dermat, and Syph. 24:182 (August, 1931). 
The author gives a report of the results ob- 

tained in seventy-six patients treated with try- 

parsamide since 1925, none of whom have re- 
ceived any subsequent treatment for from one to 
three years. The cases were largely paretics and 
tabetics. The group as a whole showed marked 
improvement in 49.8 per cent; no improvement 

in 22 per cent of cases and improvement in 28 

per cent. The result would indicate that trypar 

samide should be used oftener in neurosyphilis, 
than is the case today. 





BOOK REVIEWS 








Gonorrhea In The Male and Female: By Percy 
S. Pelouze, M.D., Associate in Urology and As- 
sistant Genito-Urinary Surgeon at the University 
of Pennsylvania: Fellow of the Philadelphia Col- 
lege of Physicians, Philadelphia, Pa. Second 
Edition, Revised. 440 pages with 92 illustrations. 
Philadelphia and London: W. B. Saunders Com 
pany, 1931. Cloth, $5.50 net. 

The first edition of “Gonococcal Urethritis in 
The Male,” by Pelouse, was extremely well re 
ceived, and justly so, for it stands today as one 
of the most practical and helpful monograms 
written by any United States authority upon the 
subject. This edition goes farther in including 
the problems of some of the most intractable un- 
dertakings with which the physician has to cope. 
The author rightly points out that, as a rule, the 
rank and file of the profession are too prone to 
either disregard, or regard superficially the po- 
tentialities of this infection, both in the male as 
well as the female, but he most emphatically 
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warns of the danger of neglected gonococcal in- 
fection in the female, and the grave ends to which 
the infection often reaches. 


If for nothing else the work is to be commend- 
ed upon what might be termed condemnation of 
“Traumatic Treatment of Gonococcal Infectiors.” 
He is too polite to use that expression, neverthe- 
less the condemnation is there, is well placed, too 
often seen, and may only be avoided by treating 
this type of infection in a gentle and common- 
sense manner. 


Simple Lessons in Human Anatomy. By B. C. 
H. Harvey, M.D., Professor of Anatomy, Univer- 
sity of Chicago. Cloth, Illustrated, 434 pages, 
Price $2.00. Published by The American Medical 
Association, Chicago, 1931. This work was pre- 
pared by request of the American Medical Associ- 
ation in order to give those interested in health 
the truths of anatomy in an available and as- 
similable form. The writer has accomplished his 
purpose in an admirable manner. The text follows 
closely other and prior articles which have ap- 
peared from time to time in Hygeia. 


Surgical Pathology of the Diseases of Bones. 
By Arthur FEF. Hertzler, M.D., Surgeon to the 
Agnes Hertzler Memorial Hospital, Halstead, 
Kansas, Professor of Surgery, University of 
Kansas. Cloth, 272 pages, illustrated, 1931. J. 
B. Lippincott Company, Publishers, Philadelph‘a. 


Professor Hertzler states that to his knowledge, 
no book has been written, which deals in a compre- 
hensive manner with the pathology of the diseases 
of the bones. This preface is entirely unnecessary, 
for all his writing upon surgical and medical sub- 
jects are from the pen of an authority and from 
the mind of a judicial, fair-minded surgeon with 
years of clinical experience to prompt his offer- 
ings. This work is well illustrated, contains fif 
teen chapters, which have fifty-four subdivisions. 
Among those most interesting to the general 
practitioner are those due to specific infections, 
viz: typhoid, pneumonia, tuberculosis, gonorrhoea, 
syphilis, actinomycosis, coccidiodal granuloma anil 
blastomycosis. Those of unknown origin include, 
Legg-Perthes’ Disease, Koehler’s Disease, Osgood- 
Schlatters’ Disease, Larsen-Johanssons’ Disease, 
Coxa Vara, Osteo-arthritic protrusion of the ace- 
tabulum and other rare diseases involving bones. 
Many other subjects are included, but the above is 
sufficient to give an idea of the scope of the work. 
It deserves critical study by the physician. 


REPORT OF EXAMINATION FOR 


Examination held at State Capitol, Oklahoma City, September &th and 9th, 1°35 


The following applicants passed: 











~ Year 


of Piace of Birth 


Birth 


Holler, Carl August Fritz 1898 Van Horne, 
McAdams, William I’ 1886 
Moffitt. John Alfred 1896 
Ruprecht, Homer Albert 

Smith, Charles Andrew ‘ Newark. Te 
Wilbourn, Champion Ellis Haynesville 
Horner, Charles Perry 73 El Paso, Ill 


Chat’nooga 


Wilson, Clofford Charles ‘ Hatton, Ark 


McRain, Louis Bernard Gr'nd R'p'ds 
Smith, Roy L 1902 Missou. i 


Scottsboro, Ala 
Tenn. Univ. Louisville 1921 
Lakewood, Ohio 


Gynecology and Urology for Nurses. By Samuel 
S. Rosenfeld, M.D., F.A.C.S., Assistant Obsete- 
trician and Gynecologist, Lebanon Hospital, New 
York City; Lecturer in Obstetrics and Gynecology 
to Lebanon Hospital School for Nurses; Diplo- 
mat of the American Board of Obesterics and 
Gynecology. Cloth, illustrated, 230 pages. Price 
$2.00, 1931. Wm. Wood and Company, 156 Fifth 
Avenue, New York. 

The author of this volume attempts to empha- 
size the training of nurses so that they may aid 
and carry out the highly technical instructions of 
two very highly specialized branches of medicine, 
surgery and urology. These subjects are not usu- 
ally joined in any volume, but the work is so 
correllated that it is necessary for the man 
specializing in these subjects to have as aides 
those who are able to intelligently follow out the 
technique necessary to successfully carry ont his 
ideas and instructions. The book is well illustrat- 
ed and should be helpful to the nurse engaged in 
such work. 


BAR 


: The 
Tulane University 


of 
Louisiana 





GRADUATE SCHOOL OF 
MEDICINE 


Approved by the Council on Medical Educa- 
tion of the A.M.A. 
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